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PUBLIC HEALTH NURSING 


For Obstinate Cases of Constipation Prescribe 
SQUIBB MINERAL OIL 


AGAR AND PHENOLPHTHALEIN 


THIS Squibb Product is valuable when increased peristalic movement is required. 





Its action is positive, yet safe, and you know your patient will receive the correct 
amount of Phenolphthalein in each dose (Squibb Mineral Oil, Agar and Phe- 
nolphthalein contains 11 grains of Phenolphthalein per ounce—approximating 
the U. S. P. dose). 

Followitg the use of this product, Squibb Liquid Petrolatum (plain) should 
be prescribed to establish regularity. This change can be made gradually by 


suggesting a mixture of the two products with diminishing amounts of the 





emulsion and increasing quantities of the plain oil. Thus the aversion which 
some patients have toward plain oil is overcome and they are brought about to 
the routine use of a thoroughly 
safe and effective mineral oil 
which softens the intestinal con- 
tents and results in normal, 


healthy evacuation. 


SQUIBB 
LIQUID PETROLATUM 
PRODUCTS 
Squibb Liquid Petrolatum — A 


heavy Californian mineral oil with 
natural high viscosity. Water-white, 
odorless, tasteless. It is not absorbed 
and therefore does not increase 


weight. 


Squibb Mineral Oil with Agar 
A palatable emulsion for those hav- 


ing an aversion to the piain oil. 


Squibb Mineral Oil, Agar and 
Phenolphthalein—A_pleasant-tast- 
ing product fortified to give quicker 
action. 








E-R: SQUIBB & SONS, NEW YORK 
MANUFACTURING CHEMISTS TO THE MEDICAL PROF 


ESSION SINCE 1658 














In responding to an advertisement say you saw it in Public Health Nursing 
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Professional Organizations and Public 
Personnel* 


By ROBERT 


Administrative Assistant, Federal 


oo services under public aus- 
pices have been developing so rap- 

idly during the last few years that 
it has become a serious question whether 
the professional organizations can secure 
and maintain a position of leadership 
in the administration of these activities. 
It has been a common practice in the 
past for professional groups merely to 
carp at the kind of work being done by 
official bodies; too often we have stood 
aside and gazed with contempt at these 
organizations because they did not live 
up to our standards. We have some 
how felt that, without any assistance on 
our part, public bodies should have at- 
tained the lofty peaks of perfection to 
which we think we have climbed. As a 
matter of fact, the standards of public 
social services will go forward only if 
the professional organizations assume 
the responsibility for assisting public 
administrators to understand and to ac- 
cept their standards, and professional 
movements will have vitality only if 
they have meaning in public adminis- 
tration. 


*Presented at the N.O.P.H.N. general session, Biennial Convention, Washington, D. C 


April 25, 1934. 
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Emergency Relief Administration 


My purpose is to discuss some sug- 
gestions of how, in my opinion, the pro- 
fessional organization can best play a 
part in improving public personnel prac- 
tices. I have naturally approached this 
from the standpoint of social work, 
since that is my field, but I think that 
the public health nursing movement 
faces similar situations and similar prob- 
lems. In this discussion I should like 
to consider, first, possibilities for the 
national professional organization’s par- 
ticipation in improving personnel; sec 
ond, the part which the professional in 
the public administrative job can play; 
and third, the responsibility which the 
private or voluntary agencies have in 
the scheme of things. 

The national professional organization 
should be looked to by public adminis- 
trators and by members of the profes- 
sion as the source of light and informa- 
tion on the standards required for vari- 
ous types and grades of positions within 
the profession. The first thing the pro- 
fessional organization must do, there- 
fore, is to have a standards or personnel 


) 
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404 PUBLIC 
committee whose function it is to set up 
training and experience qualifications 
for the span of positions which appear 
in large public organizations. These 
standards, of course, must be established 
in terms of training and experience pos- 
sibilities which exist or which can be put 
in motion. 

Having set up standards for various 
types of positions and organizations, 
this national personnel committee is 
then in a position to offer advisory ser- 
vice to local groups in the profession. 
Consequently every state or local branch 
of the professional organization should 
be interested in the subject of personnel 
administration and the national commit- 
tee should both stimulate the organiza- 
tion of such committees and _ furnish 
them with material with which they can 
work. Of necessity the national stand- 
ards must be adjusted to state and local 
conditions and this is the particular 
business of these subsidiary committees. 

I find there is a tendency for some 
professional groups to feel that they 
alone are interested in improving per- 
sonnel methods. Recently I had a long 
argument with a friend of mine who felt 
that his own national committee on per- 
sonnel should attempt a nation-wide 
crusade for the establishment of civil 
service commissions in states and munic- 
ipalities. Such a procedure would be 
absurd because we are all aware that 
not only professional organizations, but 
groups interested in public administra- 
tion as such, have been giving many 
years of time and effort to the promo- 
tion of better public personnel practice. 
I would urge, then, that your national 
organization be in touch with efforts of 
other professional groups to improve 
public administration. We will be able 
to secure better standards of personnel 
practice in cities, counties, and states, 
only if we combine our efforts for good 
administration. 

The national organization is naturally 
interested in professional training and 
should be stimulating the training 
schools to provide the kind of curricu- 
lum which the field needs. I know that 
in social work we have been so busy de- 
veloping courses in techniques that we 
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have neglected to see where these tech- 
niques fit into the community or fit into 
the administration of services to the 
community. We have been training ex- 
perts for a vacuum. Administration 
must be a part of the training for pub- 
lic health work or for social work and 
I feel that any one who is to assume the 
responsibility of a supervisor or execu- 
tive in either an official or voluntary 
agency must know good principles of 
personnel practice. The national per- 
sonnel committee should see that per- 
sonnel administration is included in all 
approved training programs. 


THE PROFESSIONAL IN THE PUBLIC JOB 


After all, the people who have really 
made strides in securing good standards 
for professional personnel have been 
those pioneers who have risen to posi- 
tions of public administrative responsi 
bility. The professional person who is 
responsible for staff selection occupies 
the most strategic place from which to 
work for better standards. Professional 
people who get into administrative jobs 
and are not alert to their responsibilities 
in the field of personnel do irrevocable 
harm to the development of good stand- 
ards. In sketching some of the contri- 
butions which the professional person in 
a public administration job can make 
to the development of public personnel 
practice, I shall mention some things 
which may seem elemental. I think, 
nevertheless, they need to be repeated 
just because they do seem so obvious. 

Primarily, the person in a public job 
who is selecting his staff members must 
know quite specifically what he wants. 
That sounds so simple that you may 
think it ridiculous of me to mention it, 
but as a matter of fact, I find a com- 
mon weakness of public administrators 
is that they can not define their person- 
nel requirements. The worst personnel 
job I ever had to handle was an eigh- 
teen months’ search to fill a job where 
the administrator above me could not 
say specifically what he wanted. | 
trotted out candidate after candidate, 
guessing at the requirements, but it was 
a wasteful procedure. I could not find 


satisfactory candidates because the ad- 
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ministrator could not sit down and say, 
“This is the kind of man I want.’ One’s 
requirements for personnel must be ob- 
jective and specific. They must be set 
up in terms of a specified type of train- 
ing, clearly defined experience, and pre- 
cisely stated aptitudes. 

When the administrator knows what 
he wants he then has the job of getting 
these requirements across to the person- 
nel officer or the personnel service of his 
administration. ‘The more clear-cut his 
own delineation of his requirements, the 
more success he will have in getting the 
approval and acceptance of the appoint- 
ing body. Incidentally, whether one is 
protected by a civil service system or 
not, the best guard against outside man- 
ipulation of appointments comes from an 
exact definition of requirements expect- 
ed of applicants for jobs. I have known 
public organizations with no civil ser- 
vice protection at all which have with- 
stood a great amount of political pres- 
sure by consistently saying, “The peo- 
ple we have to have for our services 
must meet our stated qualifications.” 

I should like to speak of certain pro- 
cedures which are helpful under civil 
service. As suggested above, the admin- 
istrator should acquaint the civil service 
commission with the kind of people 
needed in the organization. ‘The profes- 
sional person must realize that he must 
take the initiative in presenting his 
needs to the commission, since that body 
has the responsibility for conducting ex- 
aminations for all of the diversified posi- 
tions required by the services of govern- 
ment. I recently looked over the com 
plete classification schedule of a state to 
find out what social work positions were 
included. I was amazed at the great as- 
sortment of professions and jobs  in- 
cluded in this volume, and I was also 
chastened to realize what a small per- 
centage of the volume was given to the 
field of public welfare. I recommend 
going through a list of jobs under the 
civil service commission which operates 
in your area, in order to be humble 
about your own profession. Such a re- 
view will convince you that you must 
interpret the needs and requirements of 
your field. If you assume an interpre- 


PERSONNEL 





405 


tive rather than a demanding attitude, 
you will find that the ordinary civil ser- 
vice officer is exceedingly anxious and 
willing to cooperate with you. 

An interesting example of united ef- 
fort by professional groups on civil ser 
vice examinations is found in the nurs- 
ing field under the United States Civil 
Service Commission. The U. S. Public 
Health Service, the Veterans Adminis- 
tration, and the Indian Service are 
jointly served by a blanket set of ex- 
aminations, with standards mutually 
agreed upon by these federal depart- 
ments and the Civil Service Commission. 

Another helpful cooperative device is 
the examining committee. Frequently 
a civil service commission will be glad 
to invite outstanding representatives of 
a profession to participate in rating civil 
service examination papers. The com- 
mittee under such circumstances acts for 
the civil service commission, usually 
with one staff member of the commission 
on the committee. This gives the pro- 
fession an opportunity for interpreta- 
tion of standards. Often the profes 
sional people in administrative depart- 
ments are called upon to assist inform- 
ally in the actual rating of examinations, 
sharing with the commission the respon- 
sibility for such rating. 

There are several fairly new develop- 
ments of procedure for securing good 
personnel where no civil service com- 
mission is in existence. The social 
workers in California have been working 
on a registration plan which is borrow- 
ed from the experience of the nursing 
profession. This at least provides a 
means for establishing a minimum stand- 
ard for appointment to public jobs. The 
regulation would say, for example, that 
any person to be eligible to stand ex- 
amination for a certain position must be 
a registered social worker, or a regis- 
tered public health nurse. I think there 
is considerable promise also in the so- 
called certification plan, which of course 
has been used extensively in the field 
of education. In Alabama, for example, 
the State Child Welfare law requires 
that the State Child Welfare Depart- 
ment must certify all county child wel- 
fare workers. 
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It has become a habit in our private 
agencies to view with disdain the per 
sonnel practices and political muddles 
of the public organizations. I must say 
that by-and-large, the worst personnel 
practices I have observed have been in 
private agencies. Very little in public 
organizations can compare with the pet- 
ty board member intrigues and _ staff 
politics which frequently exist in pri- 
vate organizations. These usually are 
under the surface, because the private 
agency is not so frequently exposed to 
the wholesome penetration of the light 
of public opinion. 

I will grant that the private agencies 
have an opportunity to set the pace for 
good personnel administration in our 
fields of work, but to do so they must 
begin by adopting the fundamentals of 
sound personnel work. There should 
be carefully worked out standards of 
selection of staff, promotion, and of 
working conditions. A gocd private 
agency can do much to help a public 
agency put its standards across by it- 
self showing the advantage in terms of 
good performance both of high grade 
personnel and of objective, judicious 
personnel procedure 

Some of you may feel that it is rather 
futile to talk about standards of per- 


In view of the increasing number of social 
have Mr. Lansdale’s thoughtful discussion above 


organization. In our own field, the ‘national 


sonnel in these days of salary cuts, staff 
eliminations, and tremendous pressure 
for jobs. Granting all these difficulties, 
I still do not regard the present situation 
as even temporarily discouraging. In 
fact, | think there are several very 
promising tendencies to be noted. 
\mong these is the intensification of in- 
terest in government as such, which has 
naturally resulted from the tremendous 
amount of governmental activity during 
the last few years. Also, whether you 
like the concentration of authority in 
Washington or not, it seems to me you 
must grant there will be a number of 
advantages gained in the field of per 
sonnel from the present federal activity. 
The United States Employment Service, 
for example, is setting up an interesting 
procedure in personnel requirements 
which will be exacted of a state par- 
ticipating in the federal-state employ- 
ment program. Many of the emergency 
agencies which reach down into the 
states have set up specific requirements 
for positions to represent that activity 
in the local areas. We also have an 
unusually able Federal Civil Service 
Commission, which is already _ being 
heard from and which, I predict, will 
make a permanent mark on public per- 
sonnel policies. 


services under public auspices, it is timely to 
of the place and influence of the professional 
professional organization’? to which he refers 


is naturally the National Organization for Public Health Nursing and we are proud to have 
completed and circulated the standard qualifications for positions in public health nursing, the 
objectives of our services and to announce again the recent formation of a new N.O.P.H.LN. 


committee to study personnel practices in public agencies. The personnel of this new 


mittee is: 


com- 


Grace Anderson, Chairman, East Harlem Nursing & Health Service, New York 
Mary S. Evans, State Department of Health, Harrisburg, Pa. 

Amelia Grant, New York City Department of Health 

Elinor Gregg, United States Indian Bureau 

Mrs. Violet H. Hodgson, Westchester Co. (New York) Department of Health 
Mary A. Hulsizer, Newark (New Jersey) Public Schools 

Pearl McIver, United States Public Health Service 

Katharine Pierce, John Hancock Mutual Life Insurance Co 


Lillian Quinn, Joint Vocational Service 


Mildred Sanderson, St. Louis Department of Health 

Mary Swanson, New York State Department of Education 
Agnes G. Talcott, Los Angeles Health Department 

Cora Templeton, Cleveland Department of Health 
Cornelia Van Kooy, Wisconsin State Board of Health 
Marguerite A. Wales, Henry Street Visiting Nurse Service 
Mrs. Anna J. Miller, Statistician, N.O.P.H.N. 

Anna L. Tittman, Joint Vocational Service 

Katharine Tucker, General Director, N.O.P.H.N. 








The Need for a More Adequate Program 
of Maternal Care * 
By FRANCES C. ROTHERT, M.D. 


United States Children’s 


OU remember the White House 
Conference on Child Health and 
Protection, here in Washington 

four years ago, and those figures on 
what proportion of the children in cer- 
tain communities had been immunized 
against diphtheria, had had health ex- 
aminations, and so on. Some of you 
must have helped gather those figures. 
The reactions to those figures were in- 
teresting, as well as the figures them- 
selves. Some of the pediatricians, par- 
ticularly the teachers, were astounded, 
and a trifle discouraged. ‘What,’ they 
cried, “all these years we have been 
teaching the value of immunization and 
still os.ly one-fifth of the preschool chil- 
dren protected against diphtheria?” 
Some of us public health workers were 
surprised, too, but what we thought was 
this: “Really, one-fifth immunized al- 
ready? How splendid! We have been 
working for such a short time, and un- 
der such difficulties! Now we must go 
home and get to work harder than ever 
on the rest of them. And how our diph- 
theria rate will drop!” 

Somewhat similar attitudes are being 
taken toward the much more complex 
problems of maternal care, and the light 
that recent studies of maternal mortality 
throw on them. The members of the 
Children’s Bureau advisory committee 
of obstetricians were horrified when they 
saw the figures on prenatal care from 
the maternal mortality study in 15 
States. “What, of all these 7,500 women 
who died in these States during these 
years, only 42 had, as far as we know, 
adequate prenatal supervision? And 
some of those had quite poor treat- 
ment!” 

Some of us, on the other hand, were 
quite cheered up by these very same 
figures. The women in the study were 


Bureau 


only those women who died. 
the total of a million and a quarter 
women who had babies in those 15 
States there must have been thousands 
who had had adequate prenatal care, 
and only 42 of them were among the 
7,500 who died! And even some of 
those 42 could probably have been saved 
if they had had better treatment—bet- 
ter delivery care. 


Among 


THE PLAN OF THE STUDY 


The 15 States included in the Chil- 
dren’s Bureau study, on account of their 
location, the composition of their popu 
lation as regards color, and their dis- 
tribution among urban and rural, are 
quite typical of the United States as a 
whole. The rural and western women 
were better represented than the urban 
East. But this has been more than 
supplemented by the Academy of Medi- 
cine Study in New York City. 

The maternal mortality rate in the 
States of the Children’s Bureau study 
was slightly lower than in the Birth 
Registration Area—conditions as_ re- 
gards maternal mortality were evident- 
ly a little better in the States studied 
than in the United States as a whole. 

Each of the 7,537 deaths assigned by 
the Bureau of the Census to the vital 
statistics heading “The puerperal state” 
was studied by interviews with the at- 
tending physician or physicians or mid- 
wives as soon as possible after the death, 
and the hospital record, if any, was con- 
sulted. The Study was always done at 
the invitation of the State medical so- 
ciety. Physicians on the staff of the 
State board of health did most of the 
interviewing in six States and Children’s 
Bureau physicians in nine States. All 
kept in closest contact with the Chil- 
dren’s Bureau throughout, and all statis- 


*Paper read before the N.O.P.H.N., general session, Biennial Convention, Washington, 


D. C., April 26, 1934. 
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tical work was done by the Children’s 
Bureau. 
The Bureau had at 


sistance of 


all times the as 


its obstetric advisory com 


mittee—Dr. Robert L. DeNormandie 
of Boston, Dr. Fred L. Adair of Min- 
neapolis, now of Chicago, Dr. Rudolph 
Holmes of Chicago, Dr. James R. Me 


Cord of Atlanta, Dr. Alice Pickett of 
Louisville, Dr. Otto H. Schwartz of St. 
Louis, Dr. C. Jeff Miller of New Or- 
leans, Dr. Frank W. Lynch of San 
Francisco, and, until his death, Dr. 


Ralph W. Lobenstine of New York. Dr. 
DeNormandie outlined the plan for the 
study. The committee was in particu 
larly close communication throughout 
the analysis of the material and the 
writing of the report, for which, in addi 
tion, they furnished the comments and 
recommendations. 

The findings were first reported to 
the State medical society and to the 
State board of health of each of the in 
dividual States studied. In analyzing 
the material the deaths were not group- 
ed as preventable or not preventable. 
The conditions surrounding the deaths 
were presented as objectively as possible, 

with the care and treatment the pa- 
tients had. In many cases this care was 
obviously far from adequate. 


DANGER OF ABORTIONS 


Of fundamental importance was the 
finding that one-third of the women 
died before they had reached the last 
trimester of pregnancy, or the 
child was viable. The proportion varied 
between urban and rural and white and 
colored and in the different States from 
less than one-fifth to nearly half. These 
early terminations constitute a problem 
rather different from what is usually 
meant by ‘maternal care.”’ many 
followed induced abortions or neglected 
spontaneous abortions that the advisory 
committee has emphasized that women 
must be taught that abortions are ex- 
ceedingly dangerous. A public health 
nurse has many opportunities to do this. 

To prevent deaths following early 
terminations of pregnancy the patient 
must obviously be contacted earlier still 
and so the community must be taught 


before 


So 
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that care should begin as soon as preg- 
nancy is determined. 

These figures also emphasize the cau- 
tion that must be used in interpreting 
statistical evaluations. The records of 
an organization giving maternity care, 
or of the obstetrical department of a 
hospital, seldom include abortions and 
ectopic gestation cases. If the maternal 
mortality rate of such an organization 
is to be compared fairly with the ma- 
ternal mortality rate of a city or state, 
the city or state rate should usually 
be reduced by about one-third to take 
out those early terminations and to 
make the rates at least roughly com- 
parable. 

PRENATAL CARE ALMOST 

INADEQUATE 


TOTALLY 


| have already mentioned the very 
small number of women who had had 
adequate prenatal care. In classifving 
the prenatal care received we omitted 
from consideration the women who had 
had induced abortions or whose preg- 
nancy terminated before the third 
month. There were 1,154 women in this 
group. For another 590 women no re 
port on prenatal care was available. 
Few of them are likely to have had any 
But even of the remaining 5,636 
women, less than one percent had ade- 
quate care according to standards that 
had previously been drawn up by the 
committee. Twelve percent more had 
what was, on the whole, good care, be- 
ginning not later than the fifth month. 
Nine percent had fair care, beginning 
not later than tne seventh month 
l'wenty-four percent had poor care, lit- 
tle better than none, and fifty-four per- 
cent had never been seen by a physician 
before the onset cf labor or the acute 
emergency. 

This surely points to the need for a 
more adequate program of maternal 
care! Considering only those wome! 
who might have been expected to have 
had prenatal care, more than half had 
no prenatal care, a fourth had poor care 
grossly inadequate; an eighth had rea 
sonably good care. And this refer 
merely to the ordinary standard exami 
nations,—regular visits with urinalysi: 
and blood pressure examinations, pel 


care. 
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vic measurements for primiparae and 
for multiparae having a previous difficult 
delivery. It does not necessarily imply 
good treatment. 

The women who died in rural areas, 
which includes towns of less than 10,000 
inhabitants as well as the open country, 
had received much less prenatal care 
than those who died in the cities. Even 
in the cities there was room for consid- 
erable improvement, as forty percent 
had had no care, twenty-six percent poor 
care. Twenty percent had good care. 
This may be compared with thirty-eight 
percent adequate care, sixty-one percent 
inadequate or no care, in the New York 
city figures. 


ARE 


109 
white women, we hardly need say “Here 
is work to do! 

But 
you 
must 


when we are 
been doing all 
remember, as | 


asked “What have 
these vears? we 
have said before, 
that these figures I have just given you 
are women who died. Of the ones who 
lived we have no record. Most of the 


women that you urged, pushed, and 
dragged into getting prenatal care lived 
These figures, too, are for 1927 and 
1928. Education of women has con 
tinued since them. But whether the 
services to pregnant women are as good 
now as in the happy days of 1927 and 


1 


that each has to 
answer for her own community. 


1928 is a question 





Parte 1. PRENATAL CarE AMONG WoMEN DyING FROM Pt PERAL ( 
Percent 
Total 
Urban 
Rural 
Whites 
Colored 


|| None 
Indifferent 
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In the rural areas twenty-two percent 
had poor care and sixty-four percent had 
none—a total of eighty-eight percent 
with grossly inadequate or no care. Only 
eight percent had good care. 

The white women, as might be ex- 
pected, had had more prenatal care than 
the colored women. Even so, seventy- 
three percent of the white women who 
died had poor care or none at all. But 
of the colored women ninety-three per- 
cent had poor care or none, and for rural 
colored women this figure’ was ninety- 
seven percent. When we consider the 
enormous maternal mortality rate of 
colored women, nearly twice that of 





Poor 
ROY Good 
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Ungraded 


Of these women who died, the 
least likely to receive prenatal care were 
the primiparae and the mothers of many 
children. Besides being the hardest to 
reach, these women are the ones to 
whom childbirth is most dangerous. 
There is still much to be done with these 
groups. 


ones 


DELIVERY CARE FREQUENTLY DEPEND- 
ENT ON GOOD PRENATAL CARE 


Why am I talking so much about pre 
natal care? The best prenatal care is of 
no avail unless it is followed by good 
delivery care and good postpartum care. 
Continuous, adequate prenatal, delivery, 
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and postpartum care is what is needed. 

In the first place, good delivery care 
is in many cases impossible without 
good prenatal care. Let us look at the 
causes of the deaths of these women. If 
we consider only the 5,000 (4,965) 
women who reached the last third of 
pregnancy—that is where delivery care, 
as we usually think of it, comes in—we 
find that sepsis and toxemia each ac- 
counted for thirty-one percent of the 
deaths, hemorrhage for sixteen percent, 
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when first seen. Think what a different 
story might have been told if a public 
health nurse had seen these patients 
when they had their first symptoms! 
The prevention of sepsis through pre- 
natal care is less direct. But the emerg- 
ency operation certainly carries a great- 
er risk of sepsis than the planned opera- 
tive delivery. For forty-three percent 
of the women in this study who died fol- 
lowing operations no plan was possible 
because they were not seen by a phys- 























TaBLe 2. Conpit1oN WHEN First SEEN BY PHysICcIAN OF WOMEN Wuo Diep FROM PUERPERAL 
ALBUMINURIA AND CONVULSIONS 
Percent 
0 ‘ 20 . _A0 - 60 _ 80 . 100 
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a Inconvulsions or coma 


Fair? 


accidents of pregnancy and labor sixteen 
percent, embolism six percent. 

While toxemia cannot be controlled 
by prenatal care alone, its control is im- 
possible without prenatal care. In this 
connection it is of interest to note that 
of the 1,900 women who died of puer- 
peral albuminuria and convulsions, of 
those whose condition when they were 
first seen by a physician was known, 
nearly a third had had convulsions or 
were in coma before they had any medi- 


cal care. Only a fifth were in good con- 
dition. Among the colored women, even 


more of whom die from puerperal albu- 
minuria and convulsions in the last tri- 
mester than from sepsis, fifty-six per- 
cent were in convulsions or coma and 
thirty percent more in poor condition 
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ician before labor or the acute emerg- 
ency,—in other words they had no pre- 
natal care. Remember, too, that tox- 
emia and hemorrhage render women an 
easy prey to infection. 

Hemorrhage—the role of prenatal 
care here is to teach women that any 
bleeding during pregnancy is a danger 
signal. Of the 408 women who had 
placenta praevia and died, 236—more 
than half—were knewn to have had a 
warning hemorrhage. In most of these 
cases the warning had been disregarded. 

Accidents of labor—here again un- 
planned, emergency operations take 
their toll. . 

Another reason why I have stressed 
prenatal care this morning is because 
here is where you, as public health 
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nurses, can at present do your most ef- 
fective work in reducing maternal mor- 
tality. If you can educate all women 
to regard having good prenatal care as 
much a part of the routine of having a 
baby as a layette, so much the better, 
but many lives are saved because, as one 
mother said to me the other day, “The 
nurse, she keep after me so, I have to 
go to the doctor and do what he say to 
keep her quiet!” 

I cannot now do more than touch on 
the question of what is good prenatal 
nursing. The most important thing, of 
course, is the very close codperation that 
is necessary between the nurse and the 
physician, and the close correlation be- 
tween prenatal care and delivery care. 
After all, what can be done by prenatal 
care? Systematic diseases can be dis- 
covered and treated; focal infections 
can be discovered and eradicated; tox- 
emias can be detected early; the moth- 
er's health habits, particularly as regards 
diet and rest can be maintained or im- 
proved; her resistance can be built up, 
the delivery planned; she can be put 
in the best possible shape for delivery. 
Obviously a safe delivery is the whole 
aim of prenatal care as far as the moth- 
er is concerned. And for the baby also 
prenatal care is frequently a question of 
life or death, as you all know. 

A tactful nurse—in addition to lead- 
ing a mother to prenatal care—may in 
some cases affect the mother’s whole at- 
titude toward her pregnancy and deliv- 
ery. Many unnecessary operations are 
due to the insistence of the mother on 
a rapid, painless delivery. A nurse can 
sometimes see this coming and teach her 
that her physician is the proper judge 
of her type of delivery. In the stress 
ff pregnancy, a woman sometimes for- 
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gets for a little while that, of all achieve 
ments, Aers—the bringing of a new per- 
son into the world—is the most worth- 
while; and that it is to be expected that 
this would demand effort, and self-sacri- 
fice, and perhaps pain. Being human she 
sometimes forgets a little the glory that 
is to be hers, and here tactful 
nurse can help her. 

Of course, prenatal care is only the 
beginning. Good delivery care is indis- 
pensable. The importance of good post- 
partum care is only beginning to have 
the attention that it deserves, for it is 
important not only for the immediate 
safety of the mother, but for her health 
for many years; among other things in 
the prevention of cancer of the cervix. 
Getting the mother to go back to the 
doctor for a postpartum examination 
and treatment is frequently a nursing 
problem. Adequate, continuous medi- 
cal and nursing care for every woman 
during pregnancy, at delivery, and 
throughout the postpartum period is not 
a far away ideal; it is a pressing, imme 
diate need. The community has a defi- 
nite responsibility to provide this care. 
Just how this care is to be provided 
must of necessity vary in different com- 
munities. Dr. Kosmak in his masterly 
discussion of this problem has just given 
us great help here. The public health 
nurse has one of the leading roles to 
play in providing adequate maternity 
care for all women—not only because 
she has a large part of the work to do 
herself, but because she must help to 
mold public opinion, to arouse the com 
munity conscience, so that her work and 
the work of the others associated with 
her in this problem is not only possible, 
but always improving and developing 
toward new goals. 


too, a 
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N order to appreciate what public 
health nurses are trying to do in 
China it is necessary to relate briefly 
the customs of the Chinese and their 
environmental conditions in Peiping, 
where public health nursing has devel- 
oped as part of the first organized com- 
munity health demonstration in China. 
The Metropolitan Police Department 
of the Municipality of Peiping, in co- 
operation with the Department of Hy- 
giene of the Peiping Union Medical Col- 
lege, planned the Health Station in 1925, 
to demonstrate curative and preventive 
medicine in a single administrative unit. 
This demonstration was limited to ap- 
proximately 50,000 of Peiping’s 1,000,- 
000 population and the government as- 
signed an old Buddhist temple in the 
First Inner Ward as headquarters for 
the clinics and administrative offices. 
The Chinese as a race are conserva- 
tive and this is particularly true of the 
northern Chinese, who have had little 
or no contact with the West, and who 
cling tenaciously to the traditions and 
folk-lore of their ancestors. The popu- 
lation of Peiping is classified as rich, 
average poor, and very poor; and about 
83 percent have never been to school. 


LIVING CONDITIONS 


While it is impossible to make gen- 
eralized statements about any commu- 
nity, the majority of the people whom 
the Health Station wishes to reach fall 
into the very poor, uneducated, group 
whose home life has changed little from 
that of the forefathers. The family is 
still the nucleus of Chinese society with 
the mother-in-law as supreme authority 
over her sons and their families in the 
home. The houses are built of sun- 

, 


baked, grey brick, one story high, with 
dirt or stone floors. They open off a 
courtyard and the number of chien 
(rooms) and courtyards to a family are 
in proportien to the family income. The 
very poor usually have only one chien, 
which serves as kitchen and _ sleeping 
room. Small portable stoves in which 
coal balls are burned are used for cook- 
ing and heating. These balls are made 
of mud rolled in coal dust and dried in 
the sun. 

Water is obtained from the numerous 
wells in Peiping, and is carried on wheel- 
barrows by.the picturesque water-carrier 
to the home and sold for one or two cop- 
pers a pail; quite an item in the daily 
expenditure of a family when one real- 
izes that the annual income for this 
group is $100 to $150 Mex., for a family 
of five or six. 

Sometimes many families live in one 
courtyard and in a way these may be 
compared to our city tenements. Human 
excrement is collected daily in wheel- 
barrows, called “honey wagons” and 
taken outside the city walls to dry. This 
is later used as fertilizer by the farmers. 
Nothing can be wasted in China. 

In summer the family lives out of 
doors entirely and the young children 
wear little or no clothing: while in win- 
ter they wear heavy cotton padded 
fowns. 

Modern medicine was unknown to 
this group, so you may imagine the awe 
and contempt which were rampant dur- 
ing the summer of 1925 when the old 
Buddhist temple was being recondition- 
ed. Being ignorant, they were distrust- 
ful and full of morbid curiosity. Daily, 
during the renovating, noisy crowds 
gathered in the courtyards, watching the 
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removal of the dusty old gods from the 
niches and thrones whence they had so 
majestically ruled through the centuries: 
viewing quizzically the installation of 
pipes and wires, having great fun turn- 
ing on the faucets and wondering why 
the water rushed so plentifully into the 
white basins; pressing the electric but- 
tons to watch the lights pop out in the 
little glass bulbs. They could not be 
sure whether these were Chinese or 
foreign devices and if the latter—well. 
the best way to describe their feeling 
is in their own Chinese idiom—*Full of 
hate.” 


IMPORTANCE OF THE DEMONSTRATION 


The organizers of the Health Station 
were cognizant of what was going on in 
the community and they were most 
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be 


of Sanitation. Public 
was one of the first functions to 
undertaken by the Division of Medical 
Services. 

Looking across the Pacilic at the way 
public health nursing developed in 
America, generalized nursing seemed to 
be the logical service to develop first 
Graduate nurses, without any specifi 
training in public health other than a 
few demonstrations in nursing tech 
niques, were thrust into the field to 
make a house-to-house canvass and to 
demonstrate the adequate care of the 
sick in the homes where illness existed 
This was a pretty tough job and these 
first Chinese nurses had a hard battle 
to fight. Their blue uniforms were 
semi-foreiga in style, doors were 
slammed in their faces, children threw 














Demonstration baby bath. The bed is built in like an oven and in winter a 
fire is placed in it for warmth 


anxious to overcome all these fears and 
prejudices, for on this venture rested 
the success of public health in China. 
lf this Health Station was a success then 
others would open, not only in Peiping, 
but in other provinces of China. 

The Administration of the Health 
Station started with three divisions, the 
Division of Medical Services, the Divi- 
sion of Vital Statistics and the Division 


stones at them and called them foreign 
devils. Nothing deterred them, how- 
ever, and they kept right on, but the 
generalized work was not successful. 
The community was not educated to 
allow strangers to enter the homes to 
give care to the sick. First, they were 
afraid they would poison or use magi 
on them; second, the Chinese home, 
especially in winter, does not lend itself 
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to bedside care; third, there was no 
medical group in private practice in 
Peiping. 

But as this is a practical world with 
a birth rate of 30 per 1,000 in this dis- 
trict, it was soon obvious that the moth- 
ers needed care and were calling the 
nurses to assist them. This service went 
on gradually increasing each year, and 
in 1929 the Division of Public Health 
Nursing was created to organize and de- 





Teaching the care and preparation of food 
in the home 


velop all nursing services in the com 
munity. 


MATERNITY AND CHILD CARE 


This service had taken precedent over 
the generalized work and grew so rap- 
idly that the area had to be increased to 
include the entire First Inner Ward, ap- 
proximately 100,000 population. The 
program now covers the complete cycle 
of pregnancy and the follow-up of in- 
fants during the first year of life; ante- 
partum home and clinic visits, a twenty- 
four hour delivery service, postpartum 
home and clinic visits; reporting and 
registration of births and deaths; super- 
vision of old type midwifery cases; well 
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baby clinics, mothers and preschool chil- 
dren clubs. The New York Maternity 
Center record has been translated into 
Chinese and a few changes made to meet 
the local conditions. 


SCHOOL AND INDUSTRIAL NURSING 


This service runs second to maternity 
and child health and was first sought 
by two large private schools and one 
government school. These school ser- 
vices were hardly organized when the 
Board of Education requested three 
nurses to look after all the primary 
schools in Peiping, about 20,000 school 
children. This was a colossal under 
taking, as there ‘were no more nurses 
available to do this work, but it was 
felt that it was better to make a begin- 
ning than to wait. For economic rea- 
sons, it has been necessary to develop 
two grades of school and _ industrial 
nursing—the “A* type and the “B” 
type. The “A” requires the full-time 
service of a nurse and doctor in the 
school or industry. The “B” type pro- 
vides that the nurse and doctor have 
several schools or industries to look 
after. These two services are sold to 
the school, firm or Board of Education 
and the amount paid per capita to the 
Health Station determines the type of 
services rendered. 

Industrial nursing has been developed 
along the same lines. The Division of 
Public Health Nursing is responsible for 
the supervision of these services and 
all school and industrial nurses meet 
regularly with the other staff members 
for conferences and lectures. 


COMMUNICABLE DISEASE NURSING 


Little has been accomplished yet in 
communicable disease nursing and 
tuberculosis control, due io the poor eco- 
nomic conditions of the community, nor 
can we hope for any great improvement 
until these conditions adjust themselves. 
Home visiting includes the demonstra- 
tion of bedside care of the sick, health 
education, isolation if possible, reporting 
of active cases, contacts and suspects, 
prophylaxis and immunizations. Clinics 
too, are conducted as a part of this 
service with the hope of establishing a 
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“consciousness” in the community of the 
prevalence of these diseases. 


RURAL NURSING 


With 85 percent of China’s vast pop- 
ulation living in the rural areas this 
will be one of the most important fields 
to develop for the public health nurse. 
At present, the Health Station and the 
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ance has been so large that they have 
had to limit the class enrollment. 

The attitude of the community has 
gradually changed from a hostile to a 
friendly one and the public health nurse 
has become so popular in the district 
that the demands for her services far 
exceed the supply of nurses available in 
China. 
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Student class 1931 preparing for public health nursing 


lingshien Mass Education Health De- 


partment cooperate, and nursing stu-- 


dents are sent down to Tingshien for 
one month’s practical experience in the 
field. This, however, is just an experi- 
ment for the present and there is hope 
that it will serve as a basis for study 
and the development of a practical rural 
nursing system for China. 
HEALTH EDUCATION 

The Chinese public health nurses place 
far greater emphasis on health educa- 
tion than they do on bedside care. This 
is due to the great love and respect that 
the Chinese have for education. Classes 
in child care, home hygiene and sanita- 
tion, preparation of foods, first aid, etc., 
are conducted weekly for the general 
public. These are attended by both 
sexes, of all age groups, and the attend- 


EDUCATION OF THE PUBLIC HEALTH 
NURSE 

The evolution of the public health 

nurse is as interesting as the growth and 

development of public health nursing. 


Since the September morn when the 
first two nurses walked through the 
moon gate to the hutung (street), 


stepped into their rickshas and were 
whisked away to unknown homes, the 
public health nurse has been going 
through a metamorphosis. Unlike her 
sisters across the seas, she is alone in 
the field with no other workers to sup- 
plement her deficiencies and she herself 
was soon conscious that she was unable 
to do a good job, unless she had spe- 
cific training for it. Again the United 
States was taken as a model and courses 
were arranged for the graduate nurses, 
ranging from the introductory two 
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months to six months. None of them 
was satisfactory. The local needs were 
then studied and in January 1930 a 
new curriculum in public health nursing 
covering an academic year and based on 
these needs was submitted to the Na- 
tional Ministry of Health at Nanking. 
This curriculum was approved and the 
Health Station was designated as the of 
ficial training center for public health 
nurses in China and a certificate in pub- 
lic health nursing was offered by the 
government to all nurses successfully 
completing the course. 

The lectures have been translated into 
Chinese and are given by Chinese in- 
structors only, as the majority of the 
Chinese nurses do not speak English. 

This course by no means solves the 
problem which needs further study, as 
the public health nurse in China meets 
many problems and _ situations which 
public health nurses in America never 
encounter and her education and train- 
ing must be based on these needs, rather 
than on foreign precedent. 

Of paramount importance to her de- 


velopment are an understanding and 
knowledge of sanitation and of eco- 


nomics and the important role they play 
in the social reconstruction policy of any 
health program in China. 

Then, too, the public health nurses 
objected to the Chinese name “Hu Shih” 
as it implies the care of the sick only 
and they felt it debarred them from the 
home when there was no sickness. When 
answering “hu shih” to the proverbial 
“Who is there” the retort was, without 
bothering to open the door, ‘Nobody 
sick here.” As their job was to gain en 
trance to the home at any cost, they 
decided in 1930 to make the following 
drastic changes when the first class reg- 
istered for the year’s course in public 
health nursing: 

To change the terms “Hu Shih” to “Chuan 
Tao Yuan” which means “to lead to health” 
or “health teacher.” 
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lo change the uniform to the characteristic 
echang, (one piece dress) with very small 
white collar and cuffs 


To wear no hat in summer, as Chinese wo 
men seldom wear hats 


To write all records in the office as families 
who could not read were suspicious of them. 


\ll the changes went into effect at the 
same time and there was a marked in- 
crease in the number of productive vis- 
its in the home, as well as an increase in 
attendance at the preventive clinics of 
the Health Station. 

The attitude of the community has 
comp'etely changed towards modern 
medicine and the public health nurse is 
no longer the object of ridicule or scorn 
in Peiping. She has become a respected 
and much loved member of the com- 
munity she serves. 

he male nurse also plays a very im- 
portant role in the public health nursing 
program of China and his services are 
utilized in all fields other than matern- 
ity. 

Craduates of the public health nurs- 
ing course, after spending one year in 
the field at Peiping have gone else- 
where in China to organize public health 
nursing. Four are in the Health De- 
partment in Shanghai, three in Canton, 
four in Nanking, three at Yale in 
Changsha and one in Chungking, the 
far away province of Szechuan. 

The old Buddhist temple has long 
since lost its foreign savor and the com- 
munity is now availing itself of the 
health services offered there; extensions 
have been added to allow for the hun- 
dreds who visit daily seeking advice and 
help, and 89 percent of the attendance 
at the preventive c‘inics is the result of 
a ‘Home Visit.”’ 

Public health nursing has developed, 
not as an independent organization es- 
tablishing its own nursing services, but 
as a major function in the social recon- 
struction policy of an organized com- 
munity health program. 
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The Conquest of Congenital 
| s 


Syphilis 


By M. J. EXNER, M.D. 


American Social 
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The American Social Hygiene Association is naturally deeply con 
cerned with the problem of conquering congenital syphilis. To this end 
it is calling on the codperation of all public health worker 
strength and interest to a campaign to bring this disease and the 
ods of its control before the public. 
Dr. Exner’s authoritative statement 
effort on the part of our lay and professional readers to work toward 
blood tests for ALL expectant mothers, and early and adequate treatment 
with careful follow-up on all children born of syphilitic 
American Social Hygiene Association* will be glad to furnish further in 
formation or answer questions on any phase of this subject 


meth 
We are glad to offer to our reader 
of the situation and to ask special 


to lend thew 


pare nt The 








NONGENITAL syphilis is the term 
4 applied to syphilitic infection ac- 
quired by the child from its moth- 
er in her womb. All syphilis is terrify- 
ingly serious both because of its destruc- 
tive powers and its disrupting tendencies 
in family life. It is estimated that in 
the United States annually approximate- 
ly 100,000 deaths, including stillbirths, 
are attributable to syphilis. Because of 
its moral implications the advent of 
syphilis in the family always carries 
with it the likelihood of unhappy, dis- 
rupting or tragic consequences. 
Congenital syphilis is the most tragic 
of all the manifestations of the disease. 
It is pitiful in that it attacks the indi- 
vidual in the very process of formation 
as a human being and kills him before 
he has seen the light of day or fastens 
upon him crippling handicaps for life. 
Indeed, in view of the seriousness of 
these handicaps, the infected children 
who are born dead have sometimes been 
considered the more fortunate. Con- 
genital syphilis is the most destructive 
form of the disease and offers the least 
favorable possibilities of cure. Acquir- 
ed syphilis in the adult wears its devil- 
ish mien only when it is neglected or 
inadequately treated. When early and 
adequately treated a permanent arrest 
or cure can be accomplished in virtually 
all cases and all of the destructive pos- 
sibilities can be prevented. Not so in 
congenital syphilis. While much can be 
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done by timely treatment, the possibili- 
ties for cure are as yet limited and with 
every postponement of treatment the 
chances rapidly dwindle. 

This is illustrated in the results of 
Jeans and Cooke who employed only 
thoroughly modern methods of treat- 
ment. One hundred and_ twenty-five 
children under one year of age received 
treatment for six months or more. Of 
these 90 (72 per cent) remained “cured” 
at least three years; 35 were not 
logically “cured.” Sixty-six children 
over one year of age received treatment 
more than six months but 


sero- 


less than a 


year. Of these 8 (12 percent) were 
cured and 58 were not serologically 
cured. Of 193 who were treated more 
than a year, 85 (44 per cent) were 


cured; 108 (56 per cent) were not sero- 
logically cured. These data throw force 
ful emphasis upon the need for early 
and adequate treatment, but even at 
best, the possibilities are limited. 

We are handicapped in the treatment 
of children born with syphilis in that 
we cannot begin treatment in the early 
stage of the infection as in the primary 
stage of acquired syphilis in the adult 
when the chances for cure are greatest. 
We do not see the “primary stage’ in 
congenital syphilis. Its early manifes- 
tations are those of the secondary stage 
in the adult. The disease is already 
generalized, and in the adult by the time 
the secondary stage appears the chances 
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for cure have been already reduced by 
about 21 per cent. 

The disruptive tendencies of congeni- 
tal syphilis in family life are peculiarly 
great. It stirs the deepest human emo- 
tions, prone to arouse bitterness, aver- 
sion and hatred more than any other 
appearance of the disease in the family. 
A saving adjustment of relationships 
after transmission of the disease from 
one marital partner to the other is often 
possible, while such a happy outcome 
may be frustrated by the appearance of 
the disease in the child. 

SYPHILIS IN PREGNANCY 


Syphilis in pregnancy and its conse- 
quent transmission to offspring must be 
of deep concern because of its preva- 
lence. In 14 studies of women attend- 
ing prenatal clinics the presence of 
syphilis was discovered in from 3 to 23 
per cent, varying with the economic and 
social status, the average prevalence be- 
ing almost 10 per cent. It is difficult to 
ascertain the approximate prevalence of 
syphilis in women of the better class be- 
cause so rarely do private practitioners 
make routine use of the blood test in the 
examination of pregnant women. In 
certain studies, however, of the private 
practice of obstetrics, 0.3 to 2 per cent 
of pregnant women were found to have 
syphilis. 

The serious import of syphilis in preg- 
nancy lies in the fact that the vast ma- 
jority of syphilitic pregnant women, 
when not treated, transmit the disease 
to the fetus or child before birth, and 
the fact that the results in the offspring 
are so destructive. Only about 15 per 
cent of the offspring of syphilitic women 
are healthy, non-syphilitic children. 
About 85 per cent are either born dead 
(25 to 40 per cent) or die in early in- 
fancy or survive syphilitic and subject 
to all the maiming, crippling conse- 
quences of the disease. Four times as 
many abortions occur in_ syphilitic 
women as occur in non-syphilitic women. 

AMONG CHILDREN 


From various studies the prevalence 
of syphilis among children of all ages, 
in the child population as a whole, is 
estimated to be from 2 to 3 per cent. 
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Among children of all ages attending 
one large clinic, syphilis was discovered 
in 2 percent. When the children were 
classified according to age, however, the 
rate among children of one year of age 
and under rose to almost 5 per cent, 
reflecting the very high death rate of 
syphilitic infants. Studies of various 
other clinics also reveal 5 to 6 percent 
syphilis among infants under one year 
of age. 

Most living syphilitic infants do not 
show evidence of the disease at birth. 
When it does manifest itself so early it 
usually means a particularly virulent 
infection. In about two-thirds of syph- 
ilitic infants clinical manifestations ap- 
pear within the first two months, and in 
but few cases are they delayed beyond 
six months. If the mother has been 
found to be syphilitic and has not been 
treated for syphilis during her preg- 
nancy, it is advisable to begin treatment 
of the child at once without waiting for 
clinical symptoms of the disease, pro- 
vided the blood test for syphilis is posi- 
tive. If negative, repeated tests at short 
intervals should be made. 

The obvious manifestations of syphilis 
in the infant are chiefly those of the 
skin, mucous membranes and bones, and 
to some extent of the nervous system. 
Occasionally the eye is involved. After 
the disappearance of early skin eruption 
there may be a recurrence of a variety 
of different types of syphilitic manifesta- 
tions. 

The lesions of late congenital syphilis, 
appearing mostly between the ages of 
two and fifteen, are chiefly those of the 
eye, mostly keratitis; syphilis of the 
nervous system; bene and joint syphilis; 
deafness and destructive tumor-like 
growths called guramata. In one clinic, 
63 per cent of the children over five 
years of age with clinically active syph- 
ilis had interstitial keratitis. In neg- 
lected cases keratitis usually impairs 
vision or causes blindness. 

The involvement of the nervous sys- 
tem is the most serious result of late 
congenital syphilis, for by the time that 
neurosyphilis is clinically recognizable, 
the damage already done is beyond re- 
pair. Motor paralyses and mental de- 
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terioration are usually the most promi- 
nent indications. Syphilitic dementia, 
paralysis of the insane, and sometimes 
tabes dorsalis (locomotor ataxia) are 
the extreme results. 

Practically all syphilitic infections in 
children who survive become latent at 
some period during the disease and the 
period of symptom-free latency may 
continue for a number of years. In the 
Jeans and Cooke series more than half 
of the syphilitic children beyond in- 
fancy manifested no signs of clinical ac- 
tivity when the child was first seen. 

While diagnostic signs and symptoms 
of syphilis may not appear for some 
time after birth, the general appearance 
of an infant will often suggest its pres- 
ence. Schamberg and Wright thus de- 
scribe the clinical picture: “The facies 
as in the newborn congenital syphilitic 
have a senile appearance; the child is 
feeble and debilitated; the skin is a 
brown or café-au-lait color and_ is 
wrinkled and withered; the eyes are 
sunken with the conjunctivae of a blu- 
ish color. The feebleness of the child 
is evidenced in an inability to take milk 
from the breast. Crying is almost con- 
stant, more so at night, and the cry has 
a peculiar aphonic sound. The child 
sleeps but little. Even before the ap- 
pearance of cutaneous or mucous mem- 
brane lesions the above signs should 
lead to a suspicion of congenital syphi- 
lis.’ When newborn infants present 
these characteristic clinical appearances 
and active syphilis is present in the 
parents, treatment of the child should 
be begun without further loss of time. 


ONE HOPEFUL NOTE 


While the prevalence and the destruc- 
tive results of congenital syphilis pre- 
sent a very somber picture, the cheering 
and challenging fact about it is that it 
is entirely preventable or controllable 
by treating the syphilitic pregnant wo- 
man during her pregnancies. By timely 
treatment with modern methods the 
transmission of the disease to the child 
can be prevented in almost all cases so 
that healthy, non-syphilitic children are 
born of syphilitic mothers. No more 
dramatic result is accomplished in the 
whole realm of preventive medicine. 


The available evidence indicates that 
the disease is transmitted from mother 
to child in the majority of cases after 
the middle of the period of pregnancy 
by way of the placenta. This is an ob- 
servation of tremendous importance. It 
leaves a period of a number of months 
for the discovery of syphilis in the preg- 
nant woman as part of her physical ex- 
amination and for instituting treatment 
for the protection of the child. Large 
experience has shown that if the syphil- 
itic pregnant woman can begin treat- 
ment by the middle of the period of 
pregnancy and receive adequate treat- 
ment (at least 10 doses of arsphenamine 
and 10 doses of bismuth or mercury) 
the transmission of the disease to the 
child can be prevented in at least 95 
per cent of cases. In a_ considerable 
proportion of cases even much more 
limited treatment given in the last 
months of pregnancy serves to protect 
the child. Hence while for the sure pro- 
tection of the child it is of utmost im- 
portance to begin treatment early, it is 
advisable to treat the woman at any 
period of pregnancy in which syphilis 
may be discovered up to the time of de- 
livery. A study of treatment in five 
codperating clinics indicates that when 
adequate treatment is instituted before 
the fifth month, a living, apparently 
healthy child will result in 91 per cent 
of cases. In fact in this group only one 
child in 43 was born dead. 

Treatment of the syphilitic pregnant 
woman is aimed primarily at the protec- 
tion of the child. It is not likely to be 
adequate for a permanent arrest or cure 
of the disease in the mother. To this 
end her treatment needs to be continued 
as soon as it is possible after the birth of 
the child. Inasmuch as we cannot be 
certain when the spirochetes have been 
completely eliminated from the body, 
the woman should receive protective 
treatment in all succeeding pregnancies 
regardless of previous treatment. 

Apparently the duration of the infec- 
tion in the mother influences the mani- 
festation of syphilis in the child. Scham- 
berg and Wright say, “We believe it is 
not rare for children of luetic parents 
born some years after infection to be 
free of ascertainable manifestations and 
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with a negative Wassermann who nevet 
theless harbor spirochetes within them.” 
The conquest of congenital syphilis 
depends upon the early diagnosis of the 
disease in every infected pregnant wo 
man, followed by early and adequate 
treatment. Clinical manifestations can 
rarely be relied upon for the diagnosis 
of the disease in any of its forms and 
least so in pregnancy, for pregnancy it- 
self exerts a powerfully inhibiting effect 
upon the manifestations of the infection. 
Our chief reliance for diagnosing syphilis 
in pregnancy must be the blood test 
Wassermann, Kahn, Kline, Eagle, Hin 
ton and some others now recognized as 
useful. Frightful as the malady of con 
genital syphilis is, its prevention 
theoretically a comparatively simple 
problem, namely (1) the inclusion of 
blood tests as part of the physical and 
health examinations every pregnant 
woman should be given early in_ her 
pregnancy, and (2) the prompt treat- 
ment of those found to have syphilis. 
There exists, unfortunately a loop- 
hole. In not a few cases the routine 
blood test may be negative while the 
woman remains potentially infectious as 
regards the fetus or child. However, in 
most of these cases repeated blood tests 
at short intervals will reveal the disease, 
and this procedure should be followed 
in all cases where any reason exists 
for thinking the disease may be present 
and those which give any history of in- 
fection. In every case of syphilis dis 
covered in one member of a family, it 
is important that all the other members 
of the family be examined, including a 
blood test, and that those found to be 
infected be brought under treatment. 


~ 


ROUTINE BLOOD TESTS ESSENTIAL 


A good deal of progress has been 
made in recent years in the extension 
of the practice of routinely making 
blood tests for syphilis upon all preg- 
nant women. This practice is coming 
to be fairly common in prenatal clinics 
and in obstetrical practice, and hospitals 
are increasingly adopting it. No medical 
service dealing with pregnant women 
can any longer be regarded as modern 
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which does not follow this preventive 
procedure. It is to be hoped that the 
same attitude will come soon to prevail 
among physicians in private general 
practice. It is in this field that progress 
in this matter most lags and halts. Some 
fear to offend their patients by taking 
blood for a test. Others feel that syphil- 
is does not occur in private practice with 
sufficient frequency to justify the 
routine blood test upon all pregnant 
Moore of Johns Hopkins, 
speaking on this point says that while 
at a guess it would probably be neces- 
sary to make 200 tests to get one posi- 
tive in private obstetrical practice the 
procedure would be abundantly justified 
and worth while if the ratio were 1 in 
1,000. Certainly the woman of high 
social status cared for in private prac- 
tice has as much right to be protected 
by this precautionary measure as the 
indigent woman in a public clinic. 

\nother important feature in the con- 
quest of congenital syphilis is the edu 
cation of the general public in reference 
to it. On the one hand the physician 
must be alert to discover syphilis in his 
patients, and on the other hand women 
must come to accept the making of a 
blood test as a matter of course as a 
part of their physical examinations and 
to welcome it rather than resent it, if 
this scourge is to be conquered. In the 
promotion of such education the organ- 
ized medical bodies and the official and 
lay public health agencies need to bear 
a large share of responsibility. Some- 
thing is also to be expected of our 
schools and colleges in the way of in- 
cluding information on this subject in 
health teachings. 

No one has a better opportunity or 
more favorable conditions for imparting 
to women the needed information and 
creating a wholesome attitude than has 
the public health nurse in her contacts 
with them in and out of families. She 
has the rare opportunity of making her 
educational work strategically selective, 
reaching those who have the most im- 
mediate need. It is urgent that all 
schools of nursing prepare their students 
adequately to meet this need. 
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Opening Guns of a Campaign 





This is part of a speech by 





Dr. Haven Emerson, President 
the American Public Health Association, at the opening lunche 
of a drive for funds conducted by 
Nurse Association. We are printing it here because it is such an ex 
cellent example of effective publicity based on Statistical fact. Any 


other community could adapt its figure 


the Brooklyn (N. } Visiting 
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HE Visiting Nurse Association of 
Brooklyn runs a hospital without 
walls that exceeds in capacity any 

seven of the large hospitals of this Bor- 
ough, excepting Kings County Hospital. 
Kach patient admitted to our general 
hospitals occupies a bed on the average 
of two weeks, 7. ¢., twenty-five patients 
a year to a bed when the hospital is 
run at maximum capacity and with ut- 
most efficiency. If the almost 64,000 
patients whom the visiting nurses of 
Brooklyn cared for in their homes in 
1933 had been sent to hospitals instead, 
there would have been needed 2416 hos- 
pital beds or five hospitals each of 500 
bed capacity. Each day of hospital 
care costs some one at least $3.50 quite 
apart from medical attention. Each vis 
it of a nurse to carry out the treatment 
advised by the family physician costs 
someone $1.05. 

It is not too much to claim that by 
making it possible to provide the skill, 
cleanliness, and understanding of the 
visiting nurse in the home, the people of 
Brooklyn are saved every year at least 
three times what they are asked to con- 
tribute to the support of the nurses. 

Not only in quantity and cost of the 
service are you saved really very large 
amounts but by the quality of care you 
benefit in terms of life. While about 
six mothers die from childbirth for each 
1,000 having babies born in the city as a 
whole, the rate is only 2.4 among the 
mothers attended by these visiting 
nurses. About 40,000 babies will be 
born in Brooklyn this year and it is a 
matter of concern to every home in the 
city whether 224 mothers die in child- 
birth or 96. 

More cases of acute communicable 
diseases of childhood are cared for by 


the visiting nurses in the children’s 
homes than there are patients with such 
illnesses sent to the hospitals of the city. 
Fewer children develop secondary and 
additional infections among cases of 
measles, scarlet fever, diphtheria and 
whooping cough attended by the visit 
ing nurses in homes than occur among 
children admitted to city hospit ils for 
these diseases 

In Brooklyn as in other boroughs of 
this city and in Boston and Detroit, 
where contagious diseases are attended 
by visiting nurses, the deaths among 
such patients are at a rate one-third that 
of the deaths among similar patients 
who are not so cared for in these cities 
at large. 

Home care of cripples 
and every surgeon knows 
how much depends on the skilled use of 
massage, muscle 


is prov ided, 
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training, resistance ex- 
ercises and courage and patience given 
by the nurse to those permanently 
handicapped by infantile paralysis. 

If it were fully known about, the peo- 
ple would think of the Visiting Nurse 
Association as a principal institution of 
adult education, a university of the 
household, leading to higher degrees in 
gentleness, cleanliness, and the skill of 
the trained eye and hand. 

No home a nurse enters but is taught 
not only the techniques of bedside care 
of the immediate patient, but the broad 
principles and simple rules of hygiene 
upon which preventive medicine — is 
based. 

No professional antagonisms hamper 
the nurse in her rounds, for she is back- 
ed as much by the Kings County Medi 
cal Society as by public opinion and the 
supervision and encouragement of her 
own headquarters. 
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A call for nursing service has never fied in the management of this institu- 
been declined. Every patient asking tion of education in the art of healing 
has been visited whether he can pay or and the practice of prevention; as a 
not. debt to the past and a promise to the 

Almost thirty percent of the visits future, yours is the obligation and the 
are paid by the patients or by insurance opportunity to double the number of 
companies for their policy holders but nurses now employed. 


the remainder must be met by donations How small a thing is asked of you 
from the well for the sick. $200,000—only seven cents apiece for 


These nurses for over two years have the 2,750,000 residents of Brooklyn. 
given back five percent of their salaries Ninety percent of the people could give 
to pay for more nurses to do the work. this and not know it, or be the better 
Show me another body of self-support- for what they gave up to share a dime 
ing women earning less than $2,000 a_ with the sick. 
year who have voluntarily reduced their If there are 100,000 persons who can 
own salaries to help their fellows in give $2.00 apiece there must be 300,000 
these past years. The nurses actually of them. There are 300,000 families in 
have donated almost as much each year Brooklyn with incomes of $2,000 a year 
in this way as the Association receives or more. 
in interest from its endowment fund. Brooklyn needs now not less than 400 

Only once in the 45 years of its exist- visiting nurses to provide needs of eco- 
ence has any contribution been made nomical care of the sick. 
from tax monies, and that only in the If at least $200,000 is not promptly 
past year and from the State for nursing raised the 141 now at work will have to 
care of the unemployed. This grant _ be reduced. 
was for $16,000 or not quite enough to It is as unthinkable that there should 
pay for five percent of the nursing visits be fewer nurses giving bedside care to 
of the year. the sick in their homes as that hospital 

For the distinction of priority of your wards should be closed or operating 
Borough, for pride in the excellence of rooms vacated or the Health Depart- 
the service now provided; for the prin- ment discontinue its guardianship of 
ciple of economy so strikingly exempli- the health of the community. 


At the beginning of this drive, in anticipation of it, the Association circularized the mem 
bers of the County Medical Society so that the profession might be aware of the campaign. 
Included with the letter were the standing orders under which the nurses work 
in the circular letter reads 

“Be assured that we are not asking you for a personal contribution at this time. The 
free service rendered by every doctor in the city is more than commensurate with the contri- 
bution of others. While we will deeply appreciate any further gift you are prompted to make, 
we hope you will not construe this letter as in any sense a financial appeal.” 

For the past ten years the County Medical Society has acted, through its Committee on 
Public Health, as medical advisor to the Visiting Nurse Association. 
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Health Insurance for American People* 
By JOHN A. KINGSBURY 


HY are we concerned over ques- 

tions of medical economics? Is 

it because we have inadequate 
facilities to furnish medical care? Cer- 
tainly not; we have nearly enough 
physicians, dentists, and hospitals and 
sufficient specialists, nurses, and phar- 
macists to provide all the service which 
medical judgment says the people need. 
Is it because the people are not suffici- 
ently health conscious and are unaware 
that they need medical care? Certainly 
not; there is no nation in the world in 
which the desire for health and the ap- 
preciation of medical service is greater 
than in our own. Is it because we can- 
not afford good medical care? Certain- 
ly not; in any normal year we spend 
nearly three billion and seven hundred 
million dollars or $30 per person for 
health and medical services and this is 
nearly enough to buy adequate medical 
care for everyone. 

Then why is it that in an average 
year 52 percent of the people receive 
no services from a physician, 79 percent 
get no attention from a dentist, 89 per- 
cent receive no health examination or 
similar preventive service, less than 4 
percent of all adult persons receive an 
examination of any sort, and 62 per 
cent of the people receive absolutely no 
medical, dental, or eye care of any kind? 
Why is it that neither the rich nor the 
poor, and certainly not the great middle 
class, receive anything even approach- 
ing adequate medical care? 

The conditions summarized are based 
on the unchallenged findings of the 
Committee on the Costs of Medical 
Care and refer to the heydey of the 
years 1928 to 1931. 

The lack of medical attention in 
normal times is mild by comparison 
with that which obtains during a de- 
pression. A survey conducted jointly 
by the United States Public Health Ser- 


vice and the Milbank Memorial Fund in 
the early spring of 1933 showed that 
decline in income has been associated 
with an excessively high illness rate and 
an increase in the inadequacy of medi- 
cal attendance. However, decline in in- 
come brought to the surveyed families 
not a reduction but an increase in hos- 
pital care over that to which people in 
the same economic class are accustomed. 
Fifty to 90 percent of the hospitalized 
cases among the poor received hospital 
service without cost to the patient. From 
this study we learn that large classes of 
the population have to suffer the catas- 
trophe of unemployment and reduction 
of income in order that they shall re- 
ceive hospital care! 

The burden of costs on the public has 
its counterpart in insecurity and uncer- 
tainty of income for the professions. In 
1929 one-third of all physicians had net 
incomes of less than $2,500 and one-half 
less than $3,800. If we graded private 
general physicians in income intervals 
of $1,000, more physicians would be 
found in the $1,000-$2,000 class than 
in any other. And this was in 1929! 
For every physician who received more 
than $10,000 in gross income there were 
two who received less than $2,500; for 
every dentist who earned more than 
$10,000 there were four who earned less 
than $2,500. In 1930, physicians’ in- 
comes declined 10 percent below their 
1929 levels. 

Group budgeting for the service of 
the physician has made a beginning in 
this country, in hundreds of fraternal 
orders and industrial groups. In Cali- 
fornia, and in Oregon and Washington, 
important medical-service plans have 
gone forward under the auspices of the 
state and county medical societies. The 
principle of insurance for medical costs 
has also been approved—in one form 
or other—by a number of state and local 


*Excerpts from an address delivered by Mr. Kingsbury, Secretary of the Milbank Memo- 
rial Fund (N. Y.) at the Eighth Annual Convention of the Western Hospital Association, 


Sacramento, Calif., April 9, 1934. 
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medical societies and other representa- 
tives of organized medicine. 

In Europe the history of insurance 
against illness and disability goes back 
many centuries. It grew out of the 
pooling of funds in the trade guilds and 
mutual benefit associations. Early in 
the nineteenth century the movement 
received a fresh impetus when several 
countries established national systems. 
In 1883 Bismarck gave compulsory 
sickness insurance to Germany. Now 
some forty countries of the world have 
health or sickness insurance systems, 
twenty-two being entirely on a compul- 
sory basis and the others involving 
legal or economic compulsion in greater 
or lesser degree. In Russia, medical 
care has been made a public service. In 
England, in addition to the fact that six- 
teen million persons are included in the 
compulsory system of insurance which 
covers the services of the general prac- 
titioner of medicine, some six million 
persons voluntarily insure for hospital 
care. The lessons from this experience 
are ready to our hand. 

How shall we meet our 
problems? How shall we formulate a 
sound program of insurance against 
medical costs? Two of my associates, 
Dr. I. S. Falk and Mr. Edgar Syden 
stricker, are making a careful study of 
these questions. Their report is not yet 
complete; at this time I can only offer 
their tentative conclusions and my own; 
and I present these not as definite pro- 
posals, but only as a basis for construc- 
tive discussion. 


American 


1. Which fractions of the population 
should be covered by the plan? 


In Europe and in America, it has been 
customary to restrict health or sickness 
insurance to those who earn small 
wages, generally less than $1,200. All 
European and practically all voluntary 
American systems are poor-man’s sys- 
tems and are geared to the financial re- 
sources of the poor. Only by carrying 
an excessively large panel of patients 
can the physician earn a decent income 
in a poor-man’s system. Physicians 
and other practitioners in America who 
endorse insurance against medical costs 
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only for the lower income brackets fail 
to realize that they spite both them 
selves and the public. 

Our primary problem is not how to 
furnish financial assistance to the poor, 
but to enable those who cannot buy 
medical care as individuals to buy it as 
groups. Sickness insurance should ap- 
ply to all families with annual incomes 
of less than $3,000 or $5,000, and pre- 
ferably should permit insurance of all 
persons and all families in the popula- 
tion. We want no poor-man’s system 
in America. : 

It is clearly desirable to coordinate 
an insurance program with other official 
and voluntary health and medical activi- 
ties. The necessity for support from 
tax funds leads us to the conclusion that 
an insurance system should be organ 
ized on a state-wide basis. 


2. Should the plan be voluntary or 
compulsory? 


European experience shows clearly 
that every voluntary scheme is merely 
a bridge to a compulsory scheme. Ex- 
perience is accumulated through volun- 
tary insurance, and this is very useful 
in the establishment of a compulsory 
system. Unfortunately, many of the 
worst abuses which develop under vol- 
untary schemes are carried over into the 
compulsory stage and remain to confuse 
the new administration and to interfere 
with efficient operation. 

Che people in the lower income brack- 
ets, who most urgently need an insur 
ance plan, show the greatest inertia in 
coming into a voluntary plan. The poor, 
the mass of workers, can be only partly, 
if at all, covered by \ oluntary insurance, 
and our society has no_ protection 
against the burdens which they carry 
and create. If insurance is to cover the 
people whom it should, it must be 
grounded on a compulsory basis. 


3. What medical services should be 
furnished? 

Medical benefits in an insurance pro- 
gram should be divided into two classes. 

The first should include the general 
practitioner, hospital care (where suf- 
ficient hospital beds are available in the 
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community), and perhaps prescribed 
medicines. These services should be 
mandatory. The second might 
include other medical services, such as 
those of the medical specialist, dentistry, 
home nursing, laboratory and clinic ser- 
vice, home remedies and medical com- 
modities. These might be made permis- 
sive for each community which desires 
them, has the means to pay for them 
and the facilities to furnish them, and 
proposes a scheme which receives the 
approval of the proper insurance author 
ity. It is conceivable that even the 
second class might be made mandatory 
as rapidly as the personnel and _facili- 
ties can be made available. 

Our studies convince us that cash 
benefits to replace wages lost on account 
of illness should not be provided in this 
system, if the need can be met in some 
other form of social insurance. 


class 


4. How shall practitioners and insti- 
tutions be remunerated? 


Our studies show that it is possible 
for a system of compulsory insurance to 
keep the costs of medical service within 
the means of the public and yet pay the 
practitioner a fair return for his service. 

Just how he is paid can be determined 
by the organized groups of practitioners 
in each local area; they can be per- 
mitted to choose a system based upon 
salaries or annual fees per person, or 
fees per unit of service. In any case the 
general practitioner can be paid a sum 
equivalent to at least $7.50 per insured 
person. A very tentative estimate mas 
be ventured, and under such an esti- 
mate the general practitioner who serves 
1,000 potential patients would receive 
a gross income of something like $7,500; 
the practitioner who serves 2,000 obvi- 
ously would receive more. 

Experience shows that the costs of 
hospital care can be adequately met 
from an insurance fund for a reasonable 
In principle, all that is needed is 
an arrangement whereby a non-profit 
insurance fund agrees to remunerate 
each approved hospital at a fixed sum 
for each patient-day of service rendered 
to insured persons. The insurance risk 
is carried by the insurance fund, not by 


cost. 


INSURANCE 425 


the hospital. Such arrangements can 
be proposed whether the hospitals are 
owned by governments, by 
corporations, or by private individuals 

Similarly, it is possible by facing each 
question on its merits to work out a 
scheme whereby each additional type 
of medical practitioner or 
may be adequately remunerated at a 
cost within the means of the system, 
and through such arrangements as are 
mutually satisfactory to the public and 
to the medical agencies. 


non profit 


institution 


5. What would be the total costs of 
the medical bene fits? 
For medical services furnished 
through an insurance system, in ade 
quate volume and of high quality, the 
cost would be about $36 per person 
This includes not only the services of 
the general practitioner, the medical 
specialist, the dentist, the graduate and 
the practical nurse, the general and spe 
cial hospital, drugs and medicines, labo 
ratory, etc., but also the cost of ade 
quate tuberculous and mental disease 
hospitalization, all desirable forms of 
public health work, the costs of admin- 
istration and of a contingent reserve. 
The medical services of the kinds which 
are ordinarily purchased privately would 
cost about $27 per person. The cus 
tomary expenditure is $23 to $24 for 
similar services, but our conception of 
medical service calls for much larger 
volumes of medical care than either the 
rich or the poor ordinarily receive 

The basic problem is not to find more 
money than is now spent, but to find 
new and better ways of directing cus- 
tomary expenditures into more produc 
tive channels. Any community which 
might adopt less than the complete pro- 
gram would, of course, have proportion- 
ately smaller costs. 


6. How shall the 

In the United States in general, it has 
long been customary for approximately 
14 percent of the costs of health and 
medical care to be financed through tax 
funds. In our proposals, services of the 
kinds ordinarily financed from tax funds 
account for 20 percent of the budget. 
We may therefore assume that at least 
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this much might continue to come from 
tax funds under an insurance program. 
How shall we distribute the remaining 
80 percent? Some might argue that all 
of it should come through taxation 
which places the burdens upon various 
groups in the population. 

Others will contend that the 80 per- 
cent should be raised through direct con- 
tributions of the insured persons. 

Some will argue for contributions 
shared between employed persons and 
their employers. 

In every case, tradition and practical 
considerations agree that the costs must 
be distributed according to ability to 
pay. 

7. How shall a health insurance pro- 
gram be administered? 


In any administrative arrangement 
that may be devised in a state, it seems 
to us essential that provision should be 
made for /ay supervision of financial and 
executive problems and for professional 
supervision of professional personnel and 
professional problems. 

Our studies of European and other 
health insurance systems lead us to be- 
lieve that three types of agencies, close- 
ly coordinated, should be provided: ex- 
ecutive agencies to set up and administer 
the scheme; a professional agency to 
care for the problems of education and 
investigation and to administer profes- 
sional service; and a judicial agency, 
combining lay and professional mem- 
bers, to deal with complaints and 
grievances. 
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Such an administrative scheme would 
recognize that certain basic services 
should be made mandatory for all in- 
sured persons in the state and that the 
scope of additional medical services 
should be determined by local needs, 
local ability to pay the costs, local avail- 
ability of facilities and local initiative 
in formulating a program. Perhaps such 
a program lays too much responsibility 
in local—as distinguished from state 
authority. The point requires further 
study. 

European plans for health insurance 
have never dealt adequately with pre- 
ventive care. It seems essential that an 
American plan should place adequate 
emphasis upon the prevention of disease. 

We therefore propose that periodic 
physical examinations of all insured per- 
sons by their physicians, immunizations, 
prenatal and postnatal care, etc., should 
be required. And we would include ar- 
rangements for special payments or 
bonuses for these services. In respect 
to health care for large groups or for 
entire communities, an American plan 
should provide coédrdination between the 
insurance system and all other agencies 
devoted to the prevention of disease. 

Fortunately, there is no real conflict 
of interest among the three parties con- 
cerned with the economics of medical 
care—the public, the practitioners and 
the institutions. Leadership must come 
from each of the three groups. It must 
always be remembered, however, that 
the public “foots the bill” and, in any 
final sense, the public will decide. 
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Nursing in the Mountain Forests of Peru 
By ANNIE G. SOPER 


Editorial Note: 


We consider it a privilege to reprint in part an account of a public health 


nursing experience in the mountain forests of Peru. We are indebted to The Nursing Times 
(England) for this material and to Mr. W. Soper, brother of the author, for the pictures 


Moyobamba is in northern Peru, and Miss Soper has been carrying on 


under enormous dif 


ficulties—health and missionary work there under the title “The Lamas Evangel.” 


ITER a heavy day, which termi- 
A nated with giving a Bible study 

at the mid-week service, I arrived 
at our sleeping place longing, as usual, 
for rest. For a short time we—my fel- 
low workers and myself—lingered to 
talk over the events of the day; then 
we retired, each to her own room. 

With a sigh of relief 1 settled down 
comfortably in bed, feeling how good 
it was. But sleep refused to come, only 
a whirl of plans and confused thoughts, 
until, with a start, | realized some one 
was knocking frantically at the door, 
dogs were barking and voices talking. 
With the usual sinking of heart, know- 
ing it must be something urgent at that 
time of night, I went to see, and to my 
dismay found it was a call to a village 
three hours’ journey away, to a woman 
who had been “days” in labor, and the 
arm presenting for some hours. Could 
I go? The long, weary, well-known 
journey, my own tiredness, the many 
duties I must leave, the practical im- 
possibility of saving the woman, the 
many other people in the village who 
would beg for -attention—all these 
thoughts and more crowded through my 
mind quicker than I can write them. I 
called my colleague; she, too, hesitated 
as to where our real duty lay, but was 
ready to accompany me. 

We were soon on our way, the two 
animals brought for us galloping along 
as if they understood the urgency of the 
case. About three a.m. we arrived at a 
river, only to find the boatman on the 
other side, and evidently fast asleep, for 
no amount of ringing the bell and shout- 
ing secured any response. I wonder 
how many can imagine our feelings 
stranded there, knowing how precious 
were the moments, having visions of a 
ruptured uterus and other emergencies, 





and being so helpless although only the 
river now separated us from our patient. 
We could not swim across; the current 
is too strong even for very strong swim- 
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mers, and we were neither of us that. 
After what seemed an interminable wait 
a light appeared on the other side, and 
with some delay the canoe began to 
move, and soon we too were once more 
on the move. 


We found, as usual, the house full of 
people, with our poor patient standing 
in their midst, being urged to use all 
her strength. She was a big girl of 
seventeen years of age; it was her first 
baby, and the arm had been born as 
far as the shoulder since five o’clock the 
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previous morning. The home was in- 
describable, the floor of mud, the walls 
unfinished and not even whitewashed, 
the only ornament a shrine cut in the 
wall for a saint, the only light a piece of 
raw cotton soaked in oil. My request 
for water to wash hands brought, after 
much delay, a teacup three parts full. 
Most of the people had disappeared, 
evidently frightened of the “heretics”, 
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sible direction, I could find nothing more 
than the presenting parts. To get into 
the uterus seemed impossible and I was 
afraid to use force; the thought of rup- 
ture haunted me. For about two hours 
we continued thus. Nurse Gould, my 
colleague, was in a cramped-up position 
giving the chloroform, I working and 
crying to God for help, sometimes aloud 
and sometimes even more earnestly in 
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as we are called by the priests. After 
much fighting I managed to procure a 
lamp and basin, borrowed from the few 
homes that possess such things, water 
was put on to boil and there was a fair 
amount for washing hands and such 
purposes. The disinfectant had to be 
put into a douche can, which, fortunate- 
ly, we had brought. During these activi- 
ties my colleague was preparing the pa- 
tient and the anaesthetic, for we knew 
little could be done without that. 

On examination I found matters as 
I had expected—the head fixed on the 
breast, the neck wedged tightly down, 
the uterus in a state of almost chronic 
contraction. All things considered the 
condition of the patient was fair, but 
there was a high fever and the pulse rate 
was about 120. 

After putting the patient completely 
under chloroform I endeavored to get 
the child into a possible position. In 
other such cases I had been successful 
in bringing down the feet, but in this 
case, though I had tried from every pos- 


thought. No one would help me; 
whenever | wanted anything I had to 
take away my hand, wash up, go 
through all the performance of scrub- 
bing up, sometimes for a thing just out 
of my reach. There was nothing of any 
description to put the bottles on. The 
sole furniture of the room was a bed- 
stead of bamboo canes, with no mat- 
tress; on this was our poor patient. On 
the other side of the room was a heavy 
wooden form. Many times it seemed 
impossible to go on. Once I just man- 
aged to reach a foot and pull it down 
and get my hand on the other foot when 
the patient collapsed, and there was 
nothing for it but to wash quickly, help 
with restoratives, and give injections. 
Much precious time was thus lost. 

The risk of giving more chloroform 
was great, yet the uterus had by this 
time contracted, so there was nothing 
for it but to take the risk, and this time 
I was successful and within a few min- 
utes had the child into the world still- 
born, the placenta extracted, a hot intra- 
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uterine douche given and the patient 
made as comfortable as possible on her 
comfortless bed. 

It was broad daylight by the time 
we had finished washing the patient. 
I was a sight to behold. In spite of 
overall and apron my garments were 
splashed badly. The water supply had 
come to an end and there was nothing 
for it but to go to the river and get my- 
self as clean as my tiredness would let 
me. No one seemed to think we needed 
anything, and of course we should not 
think of ourselves, but we were so 
faint and weary. Just a cup of tea or 
co.fee would have brought us back to 
life. However, we waited on, watching 
our patient closely. Just as she began 
to open her eyes a gentleman whose 
family we had attended on other oc- 
casions and who had advised our being 
sent for in this case, came and _ said 
he had breakfast waiting as soon as we 
were able to come. Gladly enough did 
we accept as soon as the young girl was 
well awake. We then found, as usual, a 
number of patients wanting attention, 
and our morning was spent visiting be- 
tween them and our first patient, until 
in sheer desperation we escaped to the 
river where, lying flat on the ground 
with our helmets to protect our faces 
from the fierce sun, we slept for about 
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an hour before making a final visit to 
our patient and starting homeward 

How anxious were the following days! 
When the message came on the third 
day to say there was fever how gladly 
would I have gone again, but other 
duties were more urgent. A few days 
after, however, came the welcome news 
that the fever had not lasted and the 
patient was eating and sleeping, had no 
pain, and beyond her weakness was 
quite all right. How fervently we thank- 
ed God. He had performed another 
miracle. 

There are probably many nurses who, 
on reading this, will say—-*What right 
have you, as a nurse, to do such things? 
Why did you not call in a_ doctor?” 
They have a perfect right to ask such a 
question, but when I tell them there is 
no doctor where we are, even though it 
is a town of 12,000 inhabitants, and 
that the Government doctor lives in an- 
other town three hours’ journey in an 
other direction from the one we visited, 
they will understand why these poor 
folk come to us. Many of these young 
girls are left to die in like circum 
stances. Qur regret is that physical 
strength does not permit our answering 
all the cal’s. In fact we generally re- 
fuse normal cases and attend only com- 
plications. 
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Public Health Nurses and Cardiac Patients 


By VERA J. McKINNON, R.N. 


Cardiac Nurse, Visiting Nurse 


RS. ADAMS, a widow and sole 
M support of four children, was on 

the verge of a complete physical 
and mental collapse when the visiting 
nurse discovered her. Not knowing the 
nature of her frequent “attacks” she 
was afraid to venture out alone, and was 
greatly depressed over what she consid- 
ered her inability to work. Her condi- 
tion was not apparent in her manner 
and looks, therefore she received small 
consideration from her family and 
friends. Thus her days were filled with 
worry and introspection. 

This being the state of affairs when 
the visiting nurse arrived, a visit to a 
clinic followed. Here it was discovered 
that Mrs. Adams was suffering from a 
severe heart condition, and plans were 
immediately made for treatment of her 
particular case. During the weeks that 
followed, the visiting nurse paid daily 
visits. She watched the pulse and blood 
pressure of her patient, as well as the 
effect of medications given. Mrs. Adams 
cooperated with the nurse in following 
out carefully a diet and regular rest 
periods. 

The next step in putting Mrs. Adams 
back on the road to health and effici- 
ency, was taken by the clinic social 
worker. She explained to Mrs. Adams’ 
employer the acuteness of the situation 
and gained his codperation in allowing 
Mrs. Adams freedom from heavy work, 
and continued rest periods. The visit- 
ing nurse called the children together, 
and by pointing out their responsibility 
to their mother and their home, was 
able to effect a program of work within 
the home. Each child, including the 
seven-year-old boy, was taught to do his 
or her own ironing. The nurse took the 
time to explain Mrs. Adams’ state of 
health to relatives and neighbors. She 
emphasized the need of rest for Mrs. 
Adams, and as a result secured their 
aid rather than their criticism, 
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During the months that followed, 
Mrs. Adams was able to continue in the 
support of her family. She has had no 
further heart attacks. Her mental at- 
titude has changed toward herself and 
her physical well being because she 
realizes her limitations, and with the 
help of the nurse, has been able to make 
a sane adjustment to her handicap. 

The case of Mrs. Adams is a striking 
example of the results which may be 
obtained with patients afflicted by heart 
disease. These results, however, can be 
obtained only when physician, social 
worker, and nurse codrdinate their ac- 
tivities for the good of the patient. 

THE SERIOUSNESS OF CARDIAC 
CONDITIONS 


Heart disease now looms large on the 
horizon of human maladies. It deals a 
double blow to mankind not only be- 
cause it causes more deaths yearly than 
any other disease, but because it is also 
first in the damage it does toward dis- 
ability and invalidism. Among all fatal 
and serious diseases, it has the record 
of being longest in duration. With the 
possible exception of certain mental dis- 
eases, heart disease can also form the 
most persistent handicap in self-main- 
tenance. 

With these facts in mind the Visiting 
Nurse Association of Minneapolis ini- 
tiated its Cardiac Service in October, 
1930. Convinced that heart disease was 
one of the most serious of modern day 
health problems, the Association set 
aside funds for continued service and 
treatment. The willingness of the med- 
ical profession to accept the help of the 
nursing association in this program, was 
of paramount importance. The Minne- 
apolis Visiting Nurse Association was 
fortunate in obtaining this codperation 
from its Medical Advisory Committee 
and from the County Medical Society. 

Dr. George Fahr, supervisor of the 
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adult heart clinics in the public hos- 
pitals of the city was the originator of 
the plan, and gave generously of his 
time to the instruction of nurses for the 
special techniques required. The doc- 
tors of the children’s heart clinic at the 
General Hospital also welcomed a car- 
diac nurse, and urged that all visiting 
nurses be on the alert to refer for ex- 
amination children with symptoms of 
rheumatism. 


FROM SPECIALIZATION TO GENERAL- 
IZATION 


With extra expense financed first 
through private donations, and later by 
the Community Fund, one of the visit- 
ing nurses was selected to attend heart 
clinics and to make home visits on cases 
referred. She received special instruc- 
tion in the taking of blood pressure and 
accurate apical as well as radial heart 
count. She learned also the significance 
of such symptoms as cyanosis, breath- 
lessness, edema, and to note reactions 
to various medications. She found that 
diet is most important in the treatment 
of heart disease, as is also the elimina- 
tion of focal infections. In short she 
learned to observe significant symptoms 
which should be reported to the doctor, 
and she learned the special things in the 
management of heart disease which she, 
as a home visitor, should teach patients 
and their families. 

Gradually this nurse was able to pass 
on her special knowledge to other mem- 
bers of the visiting nurse staff. Then, 
as the case load became too heavy for 
one, she transferred the surplus number 
of patients to nurses of the various dis- 
tricts. She now acts as special consult- 
ant for all cardiac cases carried by dis- 
trict nurses, while she herself continues 
to visit the most seriously ill patients. 


DEVELOPMENT OF THE PROGRAM 


The work has developed in many 
directions. For one thing, doctors feel 
that in this type of disease, it is as im- 
portant for them to know about the 
general affairs of their patients, as it is 
to know about their hearts. Hence, one 
duty of the nurses is to inform doctors 
of conditions under which their patients 
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live, and to what extent medical advice 
is being carried out. They also visit 
patients who are apt to be neglectful in 
attending clinics. These patients must 
be impressed with the vital importance 
of regular attendance at clinic. 

Every child who has had rheumatism, 
no matter how mild the manifestations, 
is regarded as a potential subject of 
heart disease. The nurses teach the par- 
ents of these children the importance of 
frequent examinations and the removal 
of focal infection. They also urge rest 
in bed during the active stage of the 
disease, and advise a long period of con- 
valescence. During convalescence the 
nurses find much can be accomplished 
through occupational therapy. Such 
service helps to keep the emotional, 
restless, young invalid quiet through in- 
teresting him in creative work, playing 
a game, or studying. This is educa- 
tional and constructive. It is also a 
means of giving carefully supervised and 
gradually increased exercise as ordered 
by the physician. 

Occupational therapy has also proved 
valuable for adult patients. This is es- 
pecially true where the activities of the 
patient have been considerably _re- 
stricted. Mr. Kay, for instance, af- 
flicted with coronary heart disease, and 
no longer allowed to do his usual chores 
about the house, said, “Well, I might 
just as well be dead as to be so useless. 
I get tired of reading, and I worry about 
the things that aren’t taken care of that 
I should be doing.” Since the occupa- 
tional therapist taught him wood carv- 
ing, he is happily engaged in making 
shelves which when sold provide him 
with pocket money. Thus engaged, he 
no longer thinks of the heavy work 
which others of the family are quite able 
to do. His physical condition is much 
improved. No edema or dyspnea are 
apparent, and his pulse rate remains 
slow. 


CHARACTER OF THE HOME SERVICE 
OFFERED 


The nursing care given Mr. Kay is 
comparable to the service given other 
patients, and indicates functions of the 
cardiac service. The nurse takes his 
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heart rate with a stethoscope since it is 
irregular and the finer beats cannot be 
felt at the wrist. When his heart rate 
goes below sixty, she reports to the doc- 
tor, who temporarily reduces the dosage 
of digitalis. On the other hand, should 
the rate go above ninety, the doctor 
would increase the digitalis dose for a 
time. Thus the patient is spared the 
exertion of frequent clinic visits. In the 
case of Mr. Kay, walking out of d 
in cold weather is almost impossible. 
rransportation to clinic can be secured 
for such patients when necessary. How- 
ever, the expense and effort involved 
make frequent trips inadvisable. 

Cardiac patients are inclined to be 
depressed. Therefore, when someone 
takes an active interest in them, they 
are encouraged to follow expert advice. 
Most of them codperate well. These pa- 
tients need assurance and encourage- 
ment, but at the same time the nurse 
must use discretion lest they undertake 
too much. Each person needs careful 
consideration pertaining to such indi- 
vidual problems as capacity for exercise, 
degree of anxiety about himself, and 
other worries. 

Nutrition is another factor in cardiac 
care requiring observation and advice. 
Sometimes the doctor orders a_ high 
caloric diet; sometimes the order is for 
a salt-free diet, restricted fluids, or obes- 
ity diet, but in each case home instruc 
tion by the nurse is important. In the 
care of the child also, diet plays an 
important part, since body nutrition 
must be forced. It has been found in 
the examination of schocl children, that 
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a much higher percentage of those clas- 
sified as undernourished have heart dis- 
ease, than do children who are properly 
nourished. 

In order to avoid too much physical 
activity on the part of the patient, 
various adjustments have to be made in 
the home. In these cases it may be 
necessary to move to a ground floor 
home to avoid stairs. It would not be 
advisable for the patient to live on a 
steep hill if his limitations are curbed to 
a considerable degree. Other adjust- 
ments sometimes made are limitation of 
the home, school, or factory duties of 
the patient, a supplementing of the fam- 
ily income, or arrangements for voca- 
tional guidance and retraining. 

Three years have passed since the 
cardiac service was inaugurated, and it 
is now an accepted part of visiting nurse 
work in Minneapolis. The value of pre- 
ventive work hard to prove in as 
much results cannot be shown in 
figures. Nevertheless it may safely be 
stated that the service has meant pre- 
vention of heart disease through secur- 
ing medical examination for potential 
cases, and early medical treatment for 
beginning cases. 

The actual money saved through car- 
ing for some patients in their home un- 
der this plan is important. Many of 
these patients would otherwise have been 
forced to enter a hospital at their own 
or public expense. Sometimes the pa- 
tient not only has been able to remain 
at home, but also to continue work while 
receiving treatment—a big saving to 
both patient and community. 
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Public Health Nursing and the Modern 
Aspects of Tuberculosis * 


By FANNIE ESHLEMAN, R.N. 


Supervisor of Nurses, The Henry 


UBERCULOSIS, although no 
longer the leading cause of 
death, still stands at the head of 

all mortality rates between the ages of 
eighteen and forty-five. After infancy, 
it is in early adult life that we find the 
peak of tuberculosis mortality. Eco- 
nomically, because of the age period in 
which it chiefly occurs, and because of 
the years of invalidism it causes, it is 
probably the most wasteful and costly 
of all diseases. We know that it is pre- 
ventable, and that, in certain stages, it 
can be arrested. If, as Trudeau wrote, 
every man and woman in the United 
States were familiar with the manner in 
which tuberculosis is communicated and 
the simple measures necessary for their 
protection, they would demand effective 
legislation for its prevention and con- 
trol, and we might expect an even great- 
er diminution in the morbidity and mor- 
tality rates than has occurred within the 
last three or four decades. 

The modern conceptions of tubercu- 
losis are increasingly of interest to the 
public health nurse. It is my purpose 
to describe briefly some of the newer 
aspects of the problem as they appear 
in the experience of a tuberculosis dis- 
pensary, and as they concern the work 
of the nurse in the clinic and in the 
home. That the nurse should be aware 
of these fundamental considerations is 
of importance to her understanding of 
what she is trying to accomplish in 
tuberculosis, and of the best methods to 
achieve her ends. It is essential, fur- 
thermore, to her task of spreading and 
explaining new ideas as they become 
available for practical use. 

Although the tubercle bacillus was 
isolated as long ago as 1882, and al- 
though earlier work had convinced some 
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of the infectiousness of the disease, 
tuberculosis was for a long time not 
treated realistically as a contagious dis- 
ease. At the time of Koch, efforts di 
rected toward its control were concen- 
trated mainly on the sick individual. 
The greatest interest was engaged in 
treatment and in the development of 
sanatoria. It was not until 1887 that 
the first statesman-like plan was con- 
ceived of coordinating all efforts ap- 
plicable to the tuberculosis problem. 
The fundamental idea of the dispensary 
scheme as it originated at Edinburgh 
(1), was not to care for the patient only, 
but to protect the other members of the 
family from further infection by seg- 
regating known cases of tuberculosis 
the sources of contagion—in appropri- 
ate institutions. That tuberculosis 
should be reportable, like other conta- 
gious diseases was long advocated, and 
after some years compulsory notification 
of the public health authorities of every 
case diagnosed was adopted in Edin 
burgh. These measures embodied 
familiar principles of public health, but 
they have usually not been carried out 
consistently and thoroughly with re- 
gard to tuberculosis. 

The plan of making the dispensary 
the center of community activity against 
tuberculosis has spread and has been 
further developed within the present 
century. At first the usual methods of 
examination were employed in the clinic 
and a diagnosis was in most instances 
established after impairment of the pa- 
tient’s health had begun, and frequently 
after it was considerably advanced. 
Often meager laboratory facilities 
would not permit the frequent examina- 
tion of specimens of sputum, which are 
a valuable guide to physician and nurse 


*This paper was read at the Annual Meeting of the Pennsylvania Tuberculosis Society, 


in Harrisburg, January 23, 1934. 
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in their prophylactic care of those ex- 
posed to tubercle bacilli. Patients who 
were diagnosed as having clinical dis- 
ease were in many instances recommend- 
ed to the regimen of a hospital or sana- 
torium. In most communities, however, 
hospital beds were, and still are, insuf- 
ficient to meet the need of those requir- 
ing bed care. Admission lists for en- 
trance to state sanatoria then, as now, 
were long. Patients still have to wait 
from six to twelve months before a va- 
cancy occurs. Meanwhile they remain 
at home spreading tubercle bacilli and 
becoming a more dangerous source of 
infection as their disease progresses. 
Compulsory notification of the disease 
was early adopted in the United States, 
and more and more have public health 
nurses been employed to work in the 
clinic and to visit in the home. 


WORK ON A HOUSEHOLD BASIS 


The follow-up or nursing service was 
influenced in the past to a large extent 
by the type of medical work done. In 
very few instances was it planned on a 
household basis; that is, rarely was the 
household considered as a unit from 
the medical, nursing and_ recording 
points of view. As a rule one doctor ex- 
amined the father, another the mother, 
a third two of the children, and perhaps 
a fourth physician saw the other chil- 
dren of the family. Medical and social 
records were frequently kept separately. 
Even though the nurse visited in the 
home the clinic physician was usually 
uninformed of the conditions she found, 
which nevertheless had a profound in- 
fluence upon the health of his patient. 
The patient ill with tuberculosis was 
the first and often the only concern of 
the nurse. Even when she did try to 
see that the contacts were examined and 
supervised, this service was extremely 
difficult when three or four physicians 
were giving orders to one household, 
while its members as a group were try- 
ing to adjust themselves to the fact that 
tuberculosis existed among them. 
Again, frequent home visits may have 
been made, and very definite instruc- 
tions may have been given for the care 
of the various members of the family. 
But how diligent were the efforts of the 


nurse to find the patient’s source of in- 
fection and to trace the results of con- 
tagion? If a patient is suffering with 
typhoid fever every effort is made not 
only to provide adequate nursing care 
but to locate immediately the focus from 
which the disease is being spread. In- 
terest in the epidemiology of tuberculo- 
sis is frequently not so acute as with 
other diseases, and many opportunities 
for tracing the source of infection are 
lost. 


TRACING THE SOURCE 


More recent dispensary experience re- 
veals that one of the most pressing 
problems of public health today is still 
the finding of the patient with positive 
sputum, who, expelling tubercle bacilli, 
is a source of danger to others. With 
this as a starting point, the next step in 
the control of tuberculosis is to deal ef- 
fectively with the results of contagion 
in those who have been living in contact 
with the source, by early discovery and 
adequate treatment. In clinical and 
epidemiological studies carried on for 
years at The Henry Phipps Institute it 
was found that (2): 


(a) In families in which some member 
suffered or had suffered with tuberculosis with 
tubercle bacilli in the sputum, there were fre 
quent and severe infeciions of other mem 
bers of the househo'd group, often developing 
into tuberculous disease. 

(b) In families in which a member had 
clinical tuberculosis with no tubercle bacilli in 
the sputum, tuberculous infections were much 
less frequent and severe. It should be noted 
that there may have been some temporary 
elimination of bacilli before the period of ob 
servation began. A tuberculous patient with 
negative sputum is always a potential source 
of danger, and should have repeated examina 
tions of the sputum to cetermine whether it 
has become positive. 

(c) In families in which no member had 
clinical tuberculosis there was a much lower 
incidence of infection shown by the tuber- 
culin test and X-ray. Most of the infections 
found in such “non-contact families” are ac- 
quired by casual contacts and are of no sig- 
nificance. 


Nevertheless some severe infections 


are acquired by contagion occurring out- 
side of the household group. In subse- 


quent studies of school children it was 
pointed out that “It is possible that .. . 
spread of infection occurs in schools, 
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for here is the child’s chief opportunity 
for intimate, regularly recurrent contact 
with others outside of his home.” (3) 
However it is probably rare that a teach- 
er, a pupil or an employe is attending 
school at a time when he or she is scat- 
tering tubercle bacilli. Surveys to find 
significant infections in school children 
are one means of discovering homes that 
contain a source of contagion. 

Thus these studies support the view 
that tuberculosis characteristically orig- 
inates through long-continued daily con- 
tact with an open, that is, a sputum- 
positive case, usually in the home, some- 
times in the shop or school. They have 
shown, moreover, that tuberculous 
lesions implanted in adolescents by such 
contact commonly spread in the lung 
for a long time, often for years, without 
perceptibly impairing health (4). The 
lesion may become extensive and cavi- 
ties may form without causing symp- 
toms (5). It was demonstrated, also, 
that most of the tuberculosis of early 
adult life develops from these lesions of 
adolescence (2). Early and sufficient 
treatment to arrest them permanently 
will prevent the development of the 
disease. In general, the earlier the stage 
of the lesion, the more readily it will 
vield to treatment, and the shorter and 
less costly treatment will be. It was 
therefore concluded that “known con- 
tagion, centering about a diagnosed case 
of sputum-positive tuberculosis, is the 
most economic starting point for dis- 
covering tuberculosis in its most tracta- 
ble phase.” (6) 


INTENSITY OF CONTAGION AND RESULT- 
ING INFECTIONS 


It has been established experimental- 
ly that there is a relationship between 
the intensity of contagion and the sever- 
ity of resulting infections. By the in- 
tensity of contagion is meant the fre- 
juency and the size of the “doses” of 
ubercle bacilli received by the ‘“con- 
acts” from the infecting source. This 
s determined by the quantity of tuber- 
le bacilli expelled and the length and 
ntimacy of the exposure. To a con- 
iderable extent this relationship may 
ve modified by the susceptibility or re- 


sistance of the person exposed. For ex- 
ample, between the age of infancy and 
twelve or fourteen years tuberculous 
lesions tend to be benign,at least in white 
children, although even at this age peri- 
od resistance can be overcome by large 
and frequent “doses” of tubercle bacilli. 
The connection is more evident in in- 
fancy. It is well known that mortality 
from tuberculosis reaches a high peak 
within the first two years of life, as 
was shown by Cobbett’s figures in 1917 
(7). More recently, clinical studies 
conclude that “in any infant the occur- 
rence of a strong tuberculin reaction 
alone is warning and indication enough 
to do everything possible to prevent a 
fatal outcome” (8), and “even a weak 
tuberculin reaction may signalize a 
dangerous infection” (6). On_ the 
other hand, it was found that ‘even 
large pulmonary infiltrations in infants 
do not necessarily end fatally,” as some 
have thought, and that ‘‘the determin- 
ing factor, even after consolidation is 
extensive, is a complete termination of 
exposure to the infecting source.” These 
clinical observations point the fallacy 
of the opinion, which still “persists, that 
once infection with tubercle bacilli has 
occurred it is useless to try to prevent 
further infection” (6) (8). 

It is clear from the studies that have 
been cited that the earliest discovery of 
tuberculosis can usually be made in the 
families of known cases of tuberculosis. 
Here the incipient case, with early 
symptoms, will be discovered in the con- 
tacts, and lesions will be detected before 
they have caused symptoms. In dis- 
pensary experience the most practical 
attack upon tuberculosis of childhood 
and adolescence, and the most fruitful 
method of preventing the development 
of tuberculosis in early adult life, con- 
sists of thorough, periodic examinations 
of those who are living or have lived 
in family contact with sputum-positive 
tuberculosis (6). Medical and nursing 
supervision of the entire household is 
begun as soon as it is discovered that 
one member has tuberculosis. All the 
members are given, as promptly as pos- 
sible, physical and X-ray examinations, 
with the tuberculin test, and sputum ex- 
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aminations. The medical examinations 
of contacts, including the tuberculin test 
and X-ray, are repeated annually or 
more often, the interval being deter- 
mined by the length and intensity of the 
exposure, the age of the individual, and 
the appearance and course of any lesions 
that may be found (8). Arrangements 
are made for the care of those ill with 
the disease in hospital or sanatorium, 
and medical and nursing supervision are 
given to the patient as long as he re- 
mains at home. Supervision of the fam- 
ily may continue for years, to arrest in 
them the results of contagion, and to 
prevent further spread of contagion 
among them. 


ONE PHYSICIAN FOR THE WHOLE FAMILY 


This is the medical program on which 
the follow-up nursing service has been 
based (9). The part of the public 
health nurse in this scheme for the con- 
trol of tuberculosis may be inferred from 
what has been said of the nature of the 
problem. For her work to be effective, 
it is necessary that one physician should 
see all the members of one household, 
and that he should interpret to them 
very simply and explicitly the results of 
their examinations and the medical rec- 
ommendations. This is the foundation 
on which the nurse begins her work of 
nursing care and health education in the 
home. <A close codperative relationship 
can be established between the physician 
and nurse and the family only when one 
physician and one nurse are continuous- 
ly responsible for the same household. 
This relationship, because of the chron- 
icity of the disease, should usually con- 
tinue for years. It is the duty of the 
nurse, moreover, to establish codperative 
relations for the family with other medi- 
cal institutions, and with social welfare 
and other agencies when needed. 

A large part of her task, as has been 
implied, will be to seek for information 
needed by the physician, and to see that 
his instructions are carried out. She will 
develop great skill in questioning, and 
in eliciting information by various 
means. She must be thoroughly ac- 
quainted with the symptoms of tuber- 
culosis (10) and she will look out for 
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them, training herself to observe and to 
record the most inconspicuous. She 
will understand, and be able to teach, 
the strict personal hygiene by which 
alone contagion can be prevented while 
the patient is living in the house. She 
will help plan the family budget to in- 
clude adequate diet, and to maintain 
good living conditions, which are essen- 
tial in the care and prevention of tuber- 
culosis. She will supervise the entire 
family, especially those contacts for 
whom medical recommendations have 
been made. She will give nursing care 
to the patient ill with tuberculosis, see- 
ing that he has a separate bed, and if 
possible a room to himself. She will ob- 
serve and record his symptoms with the 
minutest accuracy. She will know how 
to make him comfortable, how to ex 
plain what rest means in the treatment 
of tuberculosis, and how to persuade 
him to submit to a tedious routine. 


REST THE PRIME ESSENTIAL 


In the treatment of tuberculosis, as 
at present understood, rest is the prime 
essential. At one time climate was 
thought to be of the first importance, 
or diet, or even certain kinds of exercise. 
It is now known that tuberculosis can 
be arrested in any climate, and that 
fresh air, though valuable, is only sec- 
ondary in treatment. Food should be 
ample, but excessive and eccentric diets 
are no longer advocated. Dispensary 
experience has long shown that racial 
and national preferences need not, and 
should not, be violently disturbed (11) 
(12). It is usually desirable to add a 
reasonable amount of milk to the diet of 
the patient until his weight has in- 
creased slightly beyond his normal (10), 
and to give extra milk to the children 
of his family. But modern practice de- 
pends upon rest to check the tubercu- 
lous process. 


DURATION OF TREATMENT 


One of the most important aspects of 
the treatment of tuberculosis is that it 
should be continued long enough to en- 
sure that a permanent arrest has been 
observations have 
physical 


secured. Many 


shown that symptoms and 
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signs commonly disappear early under 
treatment, while the lesion that caused 
them continues to spread, or will begin 
to spread again under the conditions of 
normal life. If the patient is allowed 
out of bed too soon, if perhaps he is 
permitted to return to his home and his 
work, relapses will follow after varying 
intervals, during which he may scatter 
tubercle bacilli afresh (8). Moreover, 
especially of adolescents it is said that 
“their splendid capacity for repair, even 
of rapidly spreading lesions, is balanced 
by a tendency to disastrous relapse” if 
treatment is too short (5). Not only 
should treatment in tuberculosis be con- 
tinued until the lesion has ceased to 
progress, but until it has retrogressed to 
a stage that will remain unchanged un- 
der reasonable living conditions, as can 
be shown in X-ray films. Both phy- 
sician and nurse will often find it ex- 
tremely difficult to persuade patients to 
submit long enough to treatment, espe- 
cially children and adolescents who feel 
well, 


LOCAL REST THROUGH SURGERY 


The nurse will be interested in the 
various surgical methods, which are 
coming more and more into widespread 
use, by which local rest is applied im- 
mediately to the diseased lung. Within 
the past few years surgical intervention 
has been applied to suitable cases 
through the dispensary at the Phipps 
Institute (13). Patients have been 
sent for one or two weeks to local hos- 
pitals in which beds could be obtained 
for this purpose. Here artificial pneu- 
mothorax is instituted; that is, the lung 
is collapsed by introducing air into the 
pleural cavity. Thereafter the patient 
remains at home, coming to the clinic 
for “re-fills.” In the intervals he may 
stay in bed, but in most cases he is soon 
imbulatory, since the lung itself is im- 
nobilized. 

This plan offers one solution, through 
the dispensary, to the problem of some 
if those patients who must remain at 
home because of a lack of beds. On the 
one hand, many such patients would 
lie before their turn comes to be ad- 
mitted; on the other hand, a consider- 
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ab!e percentage of the patients who were 
given this treatment, were back at work 
before they received their sanatorium 
call. This treatment is particularly 
desirab!e for colored patients (14) who 
are especially unsuited to long delays, 
because in them tuberculosis character- 
istically progresses more rapidly, and 
more often to a fatal end than in white 
patients. 

For patients given artificial pneumo- 
thorax in the clinic a regimen of rest 
in bed at home may be prescribed, 
similar to sanatorium care in like cases. 
This is continued until in the opinion 
of the physician the patient can safely 
assume the activities of normal life. It 
may be recommended for a week or two 
or for several months, depending upon 
the condition of the other lung when 
both are affected and only one is col 
lapsed or partially collapsed, and upon 
other indications. It is noteworthy that 
when only one lung is diseased positive 
sputum usually becomes negative short- 
ly after a successful collapse, and the 
patient is no longer a source of con 
tagion to his family. In_ her  follow- 
up work the nurse must be aware of 
what medical recommendations have 
been made and of the reasons for them. 
In her contacts with the patient, she 
should impress upon him the import 
ance of taking the rest advised by the 
physician. She should further urge 
strict adherence to the schedule of visits 
to the clinic for “re-fills.” Haphazard 
visits may result in the formation of 
adhesions and loss of the pleural space 
into which air is injected, rendering 
treatment difficult and in some cases 
impossible. 


SUMMARY 


Thus one plan for the control of the 
disease that has evolved out of the mod- 
ern aspects of tuberculosis, may be 
summed up as a public health problem 
in the following terms: to deal with 
tuberculosis as a contagious disease, 
originating and spreading mainly with- 
in family groups. The goals sought are 
to find the sources of contagion that 
exist in the community, to prevent the 
further spread of contagion, and the fur- 
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ther development of the infections that 
have been caused by contact with these 
sources. In these families it has been 
found possible to establish the early dis- 
covery of tuberculosis in its widest 
sense. The method by which these ends 
may be attained consists of periodic ex- 
aminations of the tuberculous and their 
immediate households, with medical and 
nursing supervision, often carried out 
for years. Medical observations have 
been cited that support these views. 

The public health nurse is concerned 
with the necessity and with the difficulty 
of treating tuberculosis realistically as 
a contagious disease. The facts are just 
as real as with typhoid fever or any oth- 
er infectious disease, but they are so 
much less dramatic that they may es- 
cape notice. To stop contagion is just 
as important with the one as with the 
other, but in tuberculosis it may be more 
difficult, because small considerations, 
trifling and tedious routines, are in- 
volved over long periods of time. 

It is the duty of the nurse to seek for 
the source of contagion in the household. 
This may be the patient who has first 
attracted attention; it may be some oth- 
er member of the family with a slight 
habitual cough; several sources of 
contagion may have developed with- 


in the household before it was noticed. 

It is the nurse’s duty to look for the 
results of contagion, seeing that the 
contacts are given medical examina- 
tions, persuading them to accept medi- 
cal advice, and looking out sharply her- 
self for early or inconspicuous symp- 
toms. 

While the patient is at home, she 
must see that the equivalent of sana- 
torium care is carried out. She must 
see that the strictest hygiene is main- 
tained to stop completely all further 
spread of contagion within the house- 
hold. She must know the value and the 
meaning of rest in the treatment of 
tuberculosis. This may be general rest 
in bed, or local rest, induced by surgery. 
By her expert advice, she will help the 
family to maintain the good living con- 
ditions necessary in treatment and pre- 
vention. She will be indispensable as a 
liaison officer between the family and 
the medical and social agencies concern- 
ed in their care. 

The public health nurse should be an 
invaluable aid to the physician in the 
discovery, care and prevention of tuber- 
culosis. 
stantly require tact and patience, un- 
flagging interest, wide understanding, 
and eternal vigilance. 
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The Supervisor as Seen by the Staff Nurse 


By IVAL WILKINS, R.N. 


Stall 


HAVE spent nigh onto fifteen years 

as a staff member of a public health 

nursing association and it seems to 
me I ought to be able to present opinions 
of some value concerning supervision 
and supervisors. Whether or not I can 
express those opinions decisively, tact- 
fully, or constructively is something else 
again, but in the event that I do not, I 
mean well anyway! 

What staff nurses expect of super- 
visors might seem to many (especially 
to staff nurses) a subject worthy of 
thoughtful consideration but, as a matter 

fact, most staff nurses learn in time 
ot to actually expect anything very 
definite or specific of supervisors; they 
earn to take them as they come (with- 
out comment, if they are wise) and 
claim the privilege of mentally placing 
them in one of three classes, good, bad, 
or average. For supervisors are not all 
of the same stamp; they are like every 
other large group of workers in that 
most of them are average, some are very 
good, and a few are really poor. The 
staff nurse who is not able to appreciate 
really good supervision should be dis- 
missed without any loss of time; without 
any monkey-business. She may be of 
some value to the community but is a 
detrimental influence upon other nurses, 
giving rise to unwholesome gossip, petty 
grievances, and a general attitude of re- 
sentment. Occasionally, however, the 
staff nurse who dares to express opinions 
which differ from those of her super- 
visor or other executives is automatically 
branded as one who resents supervision. 
(hus that excellent quality, initiative, 
= sometimes discouraged and the nurse 

i rare calibre may become quite com- 
nonplace. This is of more significance 
it present when actual fear of unem- 
ployment is so prevalent. The ideal 
supervisor is not one to make this mis- 
ake. She realizes that the nurse who 
is capable of individual mental activity 
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is infinitely more valuable than one who 
lives her whole life by ready-made rule 
and second-hand opinion. The staff 
nurse who has not learned that every 
supervisor is of some value is unfor- 
tunate; she is cheating herself and does 
not know it. 

The A-1 staff nurse—the staff nurse 
of good judgment and excellent emo- 
tional control—(and she, like the ideal 
supervisor, is not of the majority) will 
never be greatly disturbed by a really 
poor supervisor. She will be as pleasant 
and as agreeable as is necessary to 
avoid friction but will, when possible, 
follow the dictates of her own mind and 
conscience with regard to the more im- 
portant phases of her work. 

The average staff nurse, the staff 
nurse of less strength of will and reason, 
may not get on so well with a really 
poor supervisor, while the really poor 
staff nurse may seem in good standing. 
It is difficult, if not impossible, to ex- 
plain this latter situation but the old- 
time adage about birds of a feather sug- 
gests an explanation. The average staff 
nurse will probably regard the average 
supervisor as a good scout or, to put it 
in typical American style, a good egg, 
one of the gang. She has the same 
respect for the opinions and ideas of 
such a supervisor as for her own opin- 
ions but no more. This of course may 
not be true of staff nurses too recently 
introduced to public health nursing to 
have developed opinions of their own 
or of those who, for reasons less credible, 
never develop opinions of their own. 
The work, under the direction of such a 
supervisor, may be carried on very 
smoothly in an atmosphere of happy 
codperation and understanding unless 
the supervisor assumes an authoritative 
attitude not in keeping with her ability, 
or the staff nurses take advantage of the 
fact that her limitations deny the justi- 
fication of much authority. 
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But whether or not there is any or 
much harmony, there can be no great 
progress for the individual staff nurse 
or the service in general without good 
supervision. Although it is true that 
the poorest supervisor often teaches val- 
uable lessons, consciously or uncon- 
sciously, the good she does is not to be 
compared with that of the ideal super- 
visor. A supervisor may promote or 
retard, by her influence upon the staff 
nurse, the progress of any nursing 
service under her jurisdiction. 

The ideal supervisor always promotes 
progress; she stimulates her nurses to 
enthusiastic action by making them feel 
her interest in them and in the result 
of their efforts; making them feel] abso- 
lutely certain of her moral support. She 
calls forth the best that is in them by 
placing unreserved confidence in their 
integrity and ability, emphasizing their 
strong points (if any) and mentioning 
their weaknesses only as necessary. The 
ideal supervisor does not quibble over 
unimportant detail while commendable 
achievements pass unnoticed. She has, 
however, the courage to deal firmly with 


staff nurses when occasion warrants 
such action. She never reproves or cor- 
rects a nurse in the presence of any 


other person nor does she discuss one 
nurse with another. The ideal super- 
visor is never influenced by second- 
hand information concerning her nurses: 
she knows all of them first-hand and 


TICK BITE 
Tick bite fever can be contracted either through the 
break in the 


sorbing the infectious material through a 
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impartially. She is chummy with none, 
yet knows each one personally as well 
as professionally, for often the cause of 
work or other undesirable traits 
may be found in a nurse’s home life or 
in the use of her leisure time. The ideal 
supervisor knows the community or 
communities in which her nurses work; 
the doctors, the people, their habits and 
customs, their wants and how to help 
them. And although she teaches all 
this and much more, as the nurses need 
instruction and guidance, she is ever of 
a receptive mind; never resents sugges- 
tion. The ideal supervisor is not per- 
fect; if she were she would not be ideal 
She sometimes makes mistakes and at 
times, when it is best to do so, will ad- 
mirably admit her own errors. The 
ideal supervisor is thoroughly trained, 
practically and theoretically. Her edu 
cation is general and of high degree, but 
with it all she has much common sense: 
a knowledge of life and things and 
people that no amount of schooling can 
teach; a sympathetic and applicable ap 
preciation of human psychology; a fine 
sense of justice and a keen sense ol 
humor. Quite naturally the ideal super 
visor commands respect; she need not 
demand it. She is respected because oi 
her ability; she is loved because of her 
sympathy and_ understanding. Het 
influence will live forever though het 
name like her person may at last fad 
into nothingness. 
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bite of an 
skin. The 


nfected tick or by al 
irfectious material fro 


crushed ticks will stick to the hands and may also be accidentally rubbed into the eves, 


may find its way to the mouth or nose 


that should be done: 
1. Avoid ticks and tick-infected areas. 


Fortunately not all ticks are infected, but it is bett 
to regard them all as sources of danger and to act accordingly. 


Here are some of the things 


2. Remove any ticks you find on your person as quickly as possible but take care not 


to break or crush them. 
and water. 

3. Cut out undergrowth and weeds. 
and shores. 


After removing ticks, wash the hands thoroughly with so: 
Take the same precautions in removing ticks from animals. 
Cut grass very short along paths, near bathing pox 


7 


4. If your work or pleasure takes you through tick-infested areas, go over your body and 
your clothing carefully, for ticks, when you return home. 
Bulletin, Maryland State Department of Health. 


. 
' 


RN 


nei okd 


® 
I 
' 
' 








Extended Leadership Through State 
Advisory Nurses 


HAT there is fresh leadership in 
public health nursing was proved 
by the all day conference of 

State advisory nurses called by the Na- 
tional Organization for Public Health 
Nursing on April 28, 1934, following 
the Biennial Convention in Washington. 
The United States Public Health Ser- 
vice made available its new auditorium 
for the meeting and Miss Pearl Mclver, 
recently appointed Associate Public 
Health Nursing Analyst of the Service, 
presided. 

From coast to coast, from north to 
south, the country was widely represent- 
ed, including the nursing services of 
twenty-two State health departments; 
the Health Department of the District 
of Columbia; two State departments of 
education; the Provincial Health De- 
partment of Ontario, Canada; the Of- 
fice of Indian Affairs, U. S. Department 
of the Interior; the United States Pub- 
lic Health Service; and the N.O.P.H.N. 
THE UNITED STATES PUBLIC HEALTH 

SERVICE 

Dr. C. E. Waller, Assistant Surgeon 
General in charge of the Division of Do- 
mestic Quarantine of the United States 
Public Health Service, welcomed the 
group and announced that the Public 
Health Service is now prepared, through 
Miss Mclver, to give advisory nursing 
service to the State Health Departments. 
He reviewed the historical development 
of the Public Health Service from its 
initial function in providing medical 
care for seamen in the American Mer- 
chant Marine and protection of the 
country against threats of cholera and 
plague; through its national quarantine 
service, to the present program which 
also includes sanitary control of water 
supplies and shellfish, prevention of epi- 
demic diseases, assistance in state health 
surveys, the development and mainten- 
ance of county health units and scien- 
tific research. In reality the present 


Division of Domestic Quarantine now 
functions as a ‘Division of States Re- 
lations.” 


PERSONNEL PRACTICES IN OFFICIAL 
AGENCIES 


Miss Sophie C. Nelson emphasized 
the importance of developing standards 
relating to personnel practices in official 
agencies. This was a particularly timely 
topic due to the trend toward increased 
employment of nurses’ by official 
agencies. It involves a study of quali- 
fications; methods of employing those 
qualified and of eliminating those who 
are not; staff education; salaries; vaca- 
tions; hours of work, etc. It includes 
review of the whole question of civil 
service, the need to have interested peo- 
ple serve on civil service commissions 
and the need for stimulation of a well- 
informed citizens’ group to back up civil 
service and public health nursing.* 

Miss Tucker described the plans of 
the N.O.P.H.N. Committee on Person- 
nel Practices in Official Agencies for a 
study to be undertaken in the fall of 
1934 covering the points mentioned by 
Miss Nelson and asked the assistance of 
the State advisory nurses in carrying 
them out. 

Among those states represented at 
the meeting, four reported that their 
nursing services were under State Civil 
Service and thirteen have qualifications 
defined by rules or statutes. 

The consensus of opinion of the 
group was that: 

1. Civil Service is a protection if standards 
are sufficiently high and at the same 
time elastic. Therefore, states not hav- 
ing it, might well be encouraged to seek 
it with proper safeguards. 

2. The steps toward getting civil 
might be 

a. Defining 
each state. 

b. Setting up properly high qualifica- 
tions. 

c. Acceptance of desired qualifications 
by a representative lay group, as 


service 


public health nursing in 


*See also Mr. Lansdale’s article in this number, page 403. 
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well as by a committee of nurses, 


before beginning to work for legis- 
lation. 
Some plan is needed for getting desirable 
personnel standards into actual practice 
in official agencies. This will also im- 
prove the standards of non-official 
agencies 
SUPERVISION AND STAFF EDUCATION 


District group meetings of one day 
each as carried out in Virginia were 
described by Miss Mary Mastin, Direc- 
tor of the Bureau of Public Health 
Nursing. The purposes were economy, 
substitution for individual field visits 
from State advisory nurses and group 
discussion. There are six districts in 
which quarterly meetings are held. Local 
nurses are in turn hostesses. The two 
assistant directors of nursing select the 
subjects for study, assign topics to the 
nurses and prepare reference material. 
In addition to discussion by the nurses 
themselves, there is also one outside 
speaker. Where appropriate, visits to 
local institutions are made. 

The subjects covered so far have been 
nutrition, tuberculosis, the preschool 
child and the summer round-up. In the 
last, members of the Parent-Teachers 
Association have taken part and the lay- 
men’s point of view has been brought 
into the discussion. 

This plan has proved a stimulus to 
the nurse and has made a new contact 
between the nurse and her field advisor 
resulting in increased requests for field 
advisory service. 

In discussion: Miss Marion Sheahan 
of New York described the extension 
course given jointly for the past five 
years by the New York State Health 
Department and New York University 
as an effective staff educational device. 
The nurses throughout the state meet in 
groups of twenty-five to fifty for two 
hours, once a month, from October to 
June. The subjects are selected on the 
basis of the nurses’ own suggestions, the 
State Health Department supervisors act 
as teachers, group leaders are selected 
and given a week’s preliminary instruc- 
tion and considerable prescribed reading 
and study is required and a final ex- 
amination is given. So successful has 
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this course been that other states are 


copying it. 
RECORDS AND REPORTS 


Miss Olivia T. Peterson, Superintend- 
ent of Public Health Nursing in the 
State Department of Minnesota, exhib- 
ited and discussed a number of record 
and report forms used to stimulate local 
nurses. A summary of the annual re- 
port of each county nurse is prepared 
showing the total amount of service for 
the current year compared with the pre- 
vious year or years and also compared 
with standards set up in the Appraisal 
Form of the American Public Health As- 
sociation. 

Another device is a chart, made up in 
standard size for each nurse, showing 
the correction of defects among school 
children in the first and sixth grades. 
The comparison is considered a help to 
the nurse in evaluating her own work. 

An exhibit is also prepared of the 
work of some outstandingly successful 
nurse, and is shown to other nurses 
throughout the state. 

Each nurse carries a “Family Case 
Record Notebook” in loose-leaf form 
containing, in addition to the family rec- 
ord, “Township Index’ listing the 
schools, teachers, and names of the nurs- 
ing committee members. In Minnesota, 
it is required by statute that every 
school child have a health record card 
and the form is approved by the State 
Boards of Education, Control, and 
Health. 

An especially satisfactory device is a 
summary report sent to each local su- 
perintendent of schools after the first 
and subsequent visits of the nurse to the 
local schools. 

Miss Peterson concluded that there is 
little essential difference between records 
and reports for rura. and city health 
work and that the same general scheme 
can be used in either type of service. 
PUBLIC HEALTH NURSING SERVICE AND 

STATE HEALTH DEPARTMENT 

Miss Katharine Tucker, general Di- 
rector of the N.O.P.H.N., discussed the 
question of relationships under two 
headings: * 


*See also Miss Tucker's presentation of this topic in July, 1932, Pustic HEALTH NursING 





Steir 





Sa ale. eae 





Po tiers 











STATE LEADERSHIP 443 


1. The relationship to other services within 
a health department. 

It is a generally accepted principle that 
public health nursing in a State health de- 
partment be administered as a unit, headed 
up by a well qualified public health nurse. 
Where it is placed or what it is called does 
not_make so much difference. 

The relationship of the Department of Pub- 
lic Health Nursing should be close to all oth- 
er units which are carrying on programs pro- 
moted through public health nursing. It is 
therefore important that whenever these pro- 
grams are being discussed a public health 
nursing representative be included in the plan- 
ning and that decisions regarding them be 
reached jointly. 


2. The relation of the state public health 
nursing personnel to local services. 

The local health officer is recognized as the 
administrative head of the local health de- 
partment. The State health department rep- 
resentatives are concerned with health service 
for the state as a whole and attempt to de- 
velop good standards of public health nurs- 
ing in all services within the state. 

The state public health nurses should work 
through the local health officers in promoting 
the standards of public health nursing in the 
local services. Therefore the state nurse’s con- 
tact is through the local health administrator 
and it is important for the state nurse to 
notify the local health officer of contemplated 
visits and to call on him when in his territory. 

The relationship to local nurses: 

A. Where state funds support the local 
service the relationship is direct. 

B. Where there are both local and state 
funds the relationship is advisory. 

C. Where a local service is supported 
chiefly by private funds the relation- 
ship is also advisory. 

In the case of “A” and “B” above the State 
Health Department can set up qualifications 
of nurses employed in the local area and re- 
quire that they be met. 

In all relationships of the state nurse 
to the actual job of the local nurse it is 
well to put emphasis on the advisory 
rather than the supervisory nature of 
the service. The state nurse studies the 
local situation to make immediate em- 
phasis which will help the local public 
health nurses to do a better job in that 
locality in terms of state standards. 

In discussion: It was reported that 
15 of the states represented have their 
public health nursing services organized 
under one unit. The importance of 
having a separate budget for the public 
health nursing unit was emphasized. 

The use of itinerant field units—a 


plan for field advisory service by a team 
representing the four types of personnel 
in a county health unit, the health of- 
ficer, public health nurse, sanitarian and 
clerical assistant—was discussed by 
nurses from Alabama, Tennessee and 
Mississippi, each emphasizing that the 
value of this plan lies in the integra- 
tion of points of view made possible in 
group action. 

RELATIONSHIP OF PUBLIC HEALTH NURS- 


ING AGENCIES TO THE MEDICAL 
PROFESSION 


Dr. Estella Ford Warner, Surgeon, 
United States Public Health Service, 
stressed three approaches for improving 
the relationships of public health nurs- 
ing to the medical profession: the medi- 
cal profession, the public health nurse, 
and the community. 

As changes in the form of medical 
practice occur there may be a broader 
application of public health service. It 
is essential that the local physicians be 
in touch and in sympathy with local 
public health nursing service.* 

For the nursing service, the essentials 
are that the nurses themselves follow 
ethical procedure, that the doctors be 
used as advisors and that every nursing 
service have an organized medical ad- 
visory committee, that the nursing 
agency have definite plans of what it 
wants to do and how to do it and that 
these be presented to the medical advis- 
ory committee before they are under- 
taken. 

The community, as represented by the 
lay public, is the most effective agent 
in developing the standards of medical 
and nursing service which it wants and 
can increasingly influence the future sit- 
uation. 

In discussion: Some of the means of 
stimulating good relationship reported 
on by the state nurses were: 

1. A public health nursing committee of 
the State medical society working with the 
State health department and with the State 
organization for public health nursing (this 
committee sent suggested “standing orders” to 
every local public health nursing service in the 
state). 

2. A public relations committee of each 


*This magazine is publishing a comprehensive article on this subject in an early Fall 


number. 
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county medical society working with local 
nursing services. 

3. Distribution of the “Objectives in Pub- 
lic Health Nursing” and “Minimum Qualifica- 
tions for Those Appointed to Positions in 
Public Health Nursing” to state and county 
medical societies. 


4. Routine contact of State advisory nurses 
with county medical societies when on field 
trips. 

5. Encouragement of local nurses to con- 
tact local medical societies, giving demonstra- 
tions of prenatal visits, communicable disease 
care, etc. Debates on generalized versus spe- 
cialized nursing have also been given before 
medical groups. 


WHAT WE HAVE LEARNED FROM CIVIL 
WORKS AND RELIEF PROGRAMS 


Miss Alma C. Haupt, Associate Di- 
rector of the N.O.P.H.N., spoke of the 
two aspects of the federal relief program 
which have affected public health nurs- 
ing. Rules and Regulations No. 7 of 
the F.E.R.A. which provided for bed- 
side care to families of the unemployed 
in their own homes who are on relief, 
and C.W.A. Rulings No. 7 made nurs- 
ing care a legitimate claim on public 
relief and has permitted the buying of 
service on the cost per visit basis from 
private agencies where no _ public 
agencies give bedside care. It has also 
emphasized the use of existing agencies 
rather than the setting up of new or 
duplicating services. 

Che Civil Works Program temporarily 
overshadowed Rules and Regulations 
No. 7. It is estimated that 6,000 un- 
employed nurses were used in Civil 
Works projects. Considerably more 
than one-half of these were assigned to 
public health duties although many of 
them had never had public health train- 
ing or experience. In over forty states 
there have been state nursing advisory 
committees working closely with state 
relief associations, the American Nurses 
Association, and the National Organiza- 
tion for Public Health Nursing. 

The results of the Civil Works pro- 
gram were briefly summarized as 

1. A new opportunity to bring before the 
public the meaning of skilled nursing and the 
differentiation between private duty, institu- 
tional and public health nursing. 

2. Appreciation of the need for under- 
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standing of qualifications in public health 
nursing 

3. Emphasis on the importance of super- 
vision to insure good work and to develop 
the field nurses 


+. Experimentaticn with new methods of 
staff education particularly for rural nurses 
and the preparation of simplified manuals and 
record forms 

5. The selection of projects in relation to 
the needs of the community and the ability 
and preparation of the nurses for the projects. 

6. A wider distribution of public health 
nursing service 
7. Expansion of programs, especially in 
maternity and child health service, bedside 
nursing, and communicable disease control. 

8. The development of new services and 
elforts to organize permanent new agencies 1n 
some localities where such agencies had not 
previously existed. 

It was the consensus of opinion of the 
group that the States might look for- 
ward to the continuation of some form 
of work relief for unemployed nurses 
and that Rules and Regulations No. 7 
should be emphasized again. Already 
nine of the States represented had re- 
ceived new orders from the “Work Di- 
vision” of the F.E.R.A. to use unem- 
ployed nurses. 

Che group urged that the A.N.A. and 
N.O.P.H.N. write again to state nursing 
groups encouraging the continuance of 
state nursing committees on relief and 
urging that such committees have repre- 
sentation from the State nurses associa- 
tions, the public health nursing group 
and the lay public, and that these com- 
mittees keep in touch with state relief 
administrators in the development of 
plans involving nursing. 

It was also suggested that when 
C.W.S. nurses do not meet State health 
department qualifications and have 
been permanently employed by the lo- 
cality, such nurses be encouraged to 
qualify within a specified period. 

Miss Sheahan reported that a ques- 
tionnaire to State hea!th departments 
regarding nursing services is being pre- 
pared as. a joint project of the 
N.O.P.H.N. and the Public Health 
Nursing Section of the American Pub- 
lic Health Association. The question- 
naire was read and suggestions were 
made regarding it. 


——— 


gg 
Tn 








a rr ee oe 











Nurse-of-the-Month 


GLADYS BLASLAND 
New Hampshire 





I grew up in the shadow of the White 
Mountains. The folk tales I heard 
from my mother and father stimulated 
my imagination and my love for this 
whole north country. My mother was 
a good neighbor to the people of our 
community, and she did a great deal of 
voluntary nursing and social service 
work. This unquestionably directed my 
desire to take up nursing as a profession. 
I received my nursing education at the 
Children’s Hospital of Maine, and had 
a postgraduate course at the Corey 
Hill Hospital of Boston. I did hospital 
work in Massachusetts, industrial nurs- 
ing with the Brown Paper Company at 
Berlin, New Hampshire, district nurs- 
ing in Winchester, Massachusetts, and 
then returned to private duty in the 
towns of northern New Hampshire. 

About this time I met at a child 
health conference the Director of the 
Maternity, Infancy and Child Hygiene 
Division of the New Hampshire State 
Board of Health. I talked with her 
about a public health position on her 
staff. She advised me to take a course 
at Maternity Center Association in New 
York and in 1926 I took the Maternity 
Center course and immediately after- 
ward joined the New Hampshire State 
Board of Health nursing staff. Mv ter- 
ritory was to be Coos County, the north- 
ernmost in the State. 

The work of this Division is carried 
on under a State Director who is also 
State Supervising Nurse. The activities 
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are home visits to mothers, babies and 
children, first visits to all cases of tuber- 
culosis reported by physicians, the or- 
ganization of maternity, child health, 
dental and immunization clinics, group 
teaching and consultation service to 
other public health nursing agencies. 
In every town we have a child health 
committee which represents the local 
group interested in the health, welfare 
and education of children. All the regu- 
lar and special activities are put on with 
their help. They take care of arrange- 
ments, publicity, transportation, assist 
the mothers at the clinics, and many do 
splendid fo low-up work. These local 
committees create a community respon- 
sibility to the children and to the work, 
and thev are a real help to a busy nurse. 

hey relieve her of the routine work 
and leave her more time for the profes- 
sional aspects of her program. 

This public health service means a 
great deal to the people of this district. 
I have watched their attitude change 
from one of skepticism to one of con- 
fidence and health-consciousness. Some- 
time ago one of the local nurses in a 
most isolated section of the district said 
LO me: “My people used to read the 
Almanac, now they read the Board of 
Health literature.” 

Many of the small towns are without 
medical or nursing service, and until 
two years ago the hospital facilities for 
the very northern part were most inade- 
quate. Recently a new county hospital 
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has been built. Our maternity clinic in 
Berlin is one of the best attended in the 
State. With the snow piled up as it has 
been this past winter and the ther- 
mometer down to 35 and 40 below zero, 
it hasn’t been easy to get mothers to 
and from the clinic. I hire a_ trust- 
worthy man to do the driving, and those 
needing transportation (and many do) 
are sent for. 

In addition to my working equipment 
I carry in winter a shovel, snowshoes, 
paper, wood, matches, gun and usually 
a lunch. My days are long and in the 
winter the traveling on these hills is 
dangerous. I start out with a carefully 
planned day’s schedule which is upset 
if I land in a snowpile or ditch, or if 
the car skids and turns over. Getting 
out of the ditch, traveling into the woods 
on snowshoes to find a family, driving 
sixty miles over an icy road or in a 
mountain snowstorm to see a sick baby, 
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building a fire and sitting by the side of 
the road until someone comes along to 
help if you are in difficulties are all part 
of the day’s work and make life more 
adventuresome. 

We all help each other; it is “the law 
of the road” in this country. If things 
get too hard and we keep our eyes too 
close to earth, all we have to do is look 
up. Summer or winter the beauty of 
the mountains is sublime. We may not 
have the staff or facilities which are 
thought necessary to an adequate pro- 
gram, but one must be satisfied with signs 
of progress, and they are apparent in this 
State. Mothers and children are being 
better cared for with each succeeding 
vear; they are becoming more import- 
ant as a social group, and with the con- 
tinued activity of this Division and the 
cooperation of the other health agencies 
of this County they will be better cared 
for in the time to come. 


COMMENT ON A QUESTION IN THE QUESTION BOX 


Brookline, Mass., May 14, 1934 


I have been reading with interest the questions and answers given in the Question Box 
each month and I feel moved to discuss the presentation of questions that are of vital interest 


to any public health program. 


_ In the May issue appeared the question “If only one visit can be made to a preschool 
child between the ages of one and six years, when should the public health nurse visit and 


what should she teach ?” 


This would seem to me to imply doing something that, if it were analyzed, is not only 


impossible but suggests that a poor substitute is better than nothing. 


No matter how good a 








visit the nurse makes or how intelligent the mother may be, it would not be possible to com- 
pass in one visit the instruction that would be needed to guide the parent over a five-year 
period. If the visit is made the first year, it can.be nothing but a steering lesson at its best 
and if left until the child has reached his fifth year, many of the health hazards that have a 
lasting effect on the adult life of the child have already been met. 

Even if we assume that the child has been immunized against every possible disease be- 
fore his first birthday (a supposition that would assume a Utopia that is still in the far future) 
there still remains so much health teaching that can only be effective during the preschool 
period, that successful teaching can only be possible with continuous contact during the period 
before the child is admitted to school. 

The “Survey of Public Health Nursing” tells us that the public health nurse makes a poor 
showing as a teacher of health. We say she must be better prepared to teach. Both facts we 
accept. But the best prepared teacher would fail if presented with the ‘ask of doing a good 
job where she is expected to outline a child health program that is to cover five years of a 
child’s life and get it over to the parent in one visit. 

The time element in education is of paramount importance and without sufficient time 
it is impossible to do good work. 

It would seem to me that the nurse who can make only one visit in five years to a pre- 
school child should concentrate her efforts on some sort of a community program that would 
get her before the public where she might at least have the opportunity of presenting a well 
thought out and continuous child health program every year. 


Elizabeth Ross, R.N., Director of the Health Center, 
Brookline Friendly Society, Brookline, Massachusetts. 
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LIST OF BOARD AND COMMITTEE MEMBERS ATTENDING THE 


BIENNIAL CONVENTION 


The following board and committee members registered at the Biennial Con- 
vention and attended the various meetings of the N.O.P.H.N. Board and Com- 


mittee Members Section as well as other meetings: 


COLORADO 
Mrs. E. E. Nichols, President, Visiting Nurse Association, Colorado Springs 
CONNECTICUT 
Miss Maude Clark, Chairman, Committee, Public H'ealth Nursing Association, East Hamptor 


Mrs. George W. Clements, Vice-President, Visiting Nurse Association, Stamfor 
Mrs. D. S. Cruikshank, President, Visiting Nurse Association, Stamford 

Miss Amy Dana, Member, Visiting Nurse Association, New Haver 

Mrs. Waldo Grumman, Secretary, Visiting Nurse Association, F — 

Mrs. Alfred Hammer, Chairman, Nursing Committee, Visiting Nurse Associati 
Miss Elizabeth Hooker, Board Member, Visiting Nurse Association, New Have 
Mrs. John McKeon, Board Member, Visiting Nurse Association, New Haver 
Miss Hilda Peck, President, Visiting Nurse Association, Bristol. 

Mrs. Dutro Plumb, President, Visiting Nurse Association, Fairfield 

Miss Helen Porter, Board Member, Visiting Nurse Association, New Haver 
Mrs. C.-E. A. Winslow, President, Visiting Nurse Association, New Haver 


WASHINGTON, D. C. 


Mrs. John W. Burke, Board Member, Instructive Visiting Nurse Society, Washington 
Mrs. S. Howland Chase, President, Instructive Visiting Nurse Society, Washington 

Mrs. C. B. Crawford, Board Member, Instructive Visiting Nurse Society, Washington 
Mrs. Whitman Cross, Honorary President, Instructive Visiting Nurse Society, Washingtor 


Mrs. C. C. Glover, Jr., Member, Instructive Visiting Nurse Society, Washington 
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Janet B. Hautz, Third Vice-President, Instructive Visiting Nurse Society, Washingtor 


Mrs Emory Laud, Board Member, Instructive Visiting Nurse Society, Washington 
Mrs. W illiam B. Marbury, Board Member, Instructive Visiting Nurse Society, Washingt 
Dr. Estella Ford Warner, United States Public Health Service, Washington, D. C 


ILLINOIS 
Mrs. George E. Brown, Secretary, Public Health Nursing Association, Aurora 
Mrs. G. E. Huntoon, President, Public Health Nursing Association, Bs, line 
Mrs. P. R. Preston, Board Member, Visiting Nurse Association, Ro Island 


INDIANA 
Mrs. Charles E. Bills, President, Public Health Nursing Association, Ev vil 
Mrs. Henry B. Heywood, President, Visiting Nurse Association, Indianapoli 
Mrs. L. A. Guthrie, President, Visiting Nurse Association, Muncie 





KANSAS 
Mrs. Walter H. Weidling, President, Public Health Nursing Association, Tope} 
KENTUCKY 
Miss Lila Breed, Public Health Nursing Association, Louisville. 
MARYLAND 
Mrs. Alex. Murdock Norris, Visiting Nurse Association, Baltimore 
MASSACHUSETTS 


Mrs. Louis Arnold, Treasurer, District Nurse Association, Newton. 

Mrs. Thomas Blodgett, President, Visiting Nurse Association, Great Barrington 
Miss Harriet Clarke, Vice-President, District Nursing Association, Worcester 
Mrs. F. S. Dellenbaugh, Secretary, Community Health Association, Boston 

Mrs. A. R. Hussy, President, Community Nurse Association, Plymouth 


Mrs. Harold Marvin, President, Mass. State Organization for Public Health Nursin 


Miss Gertrude Peabody, Vice-President, Community Health Association, Boston 
Mrs. J. H. Seaman, President, Community Nursing Association, Fair Haven. 
Mrs: Frederick Turner, Secretary, Visiting Nurse Association, Great Barrington 


MICHIGAN 


Mrs. George Bain, Member, Children’s Fund, Dearborn. 

Mrs. William Bohmier, Member, Children’s Fund, Baroga County 

Mrs. J. E. Chapman, Member, Visiting Nurse Association, Dearborn 
Mrs. S. Homer Ferguson, Secretary, Visiting Nurse Association, Detroit 
Mrs. D. K. McEachern, Member, Children’s Fund, Baroga County 

Anne Lawrence, Member, Children’s Fund, Dearborn. 

Ethyl Neelands, Member, Visiting Nurse Association, Dearborn. 

Elma E. Nelson, Member, Children’s Fund, Baroga County 

Josephine Polmka, Member, Children’s Fund, Baroga County. 

Mrs. S. W. U tley, Treasurer, Visiting Nurse Association, Detroit 


Mrs. Walsh, Chairman, Publicity Committee, Visiting Nurse Association, 


Mrs. Watson, Member, Children’s Fund, Ironwood 

Mrs. aa Watkins, President, Visiting Nurse Association, Detroit 
MISSOURI 

Mrs. George Carpenter, Jr., Chairman, Municipal Nurses Board, St. Louis. 

Mrs. John M. Haskell, President, Visiting Nurse Association, St. Louis 


NEW HAMPSHIRE 


Mrs. Charles B. Manning, President, District Nursing Association, Manchester. 
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After thirteen years of service, Miss 
Grace Abbott has resigned as chief of 
the Children’s Bureau in the Depart- 
ment of Labor to assume the position 
of Professor of Public Welfare in the 
School of Social Service Administration 
of the University of Chicago. In ac- 
knowledging her resignation, President 
Roosevelt writes: 

“It is with great regret that I accept your 
resignation as chief of the Children’s Bureau 
of the United States Department of Labor. 
You have filled that post with distinction and 
ability for thirteen years and have rendered 
service of inestimable value to the children 
and mothers and fathers of the country, as 
well as to Federal and State governments. 

‘In expressing my appreciation of the con- 
structive policies of permanent value which 

\u inaugurated and your exceptional ability 
as a far-sighted administrator I am also voic- 
ing that of the boys and girls and men and 
women all over the country who reaped their 

h harvests.” 

+ 

Approximately 50 radio stations 
throughout the United States and Can- 
ada have formed the broadcasting 
‘chain” recently organized by the In- 
ternational Society for Crippled Chil- 
dren. These stations are participating 
in the program to broadcast material 
from the weekly bulletins issued by the 
Society dealing with the prevention and 
care of crippled children. 

+ 


Michigan has recently organized a 
State Organization for Public Health 
Nursing with the following officers: 

President—Miss Melinka Herc, Detroit 

Vice-President—Miss Winifred Golley, Char- 


levol 

Secretary—Miss Hazel Herringshaw, Calu- 
met 

Treasurer—Miss Bosse Randle, Grand Rap- 
ids 


Sustaining Members—Mrs. James K. Wat- 
kins, Detroit; Mrs. M. J. Sherwood 
Vurse Members—Miss Emilie Sargent, De- 
troit; Miss Grace Ross, Detroit 
Lay Section: 
Chairman—Mrs. L. B. Ruggles, Munising 
Vice-Chairman—Mrs. Grace D. Robert- 
son, Saginaw 
Secretary—Mrs. I. A. Waddell, Detroit 


The State of New Hampshire has re- 
cently organized the New Hampshire 
Women’s Maternity Committee with the 
following objectives: 


1. To promote measures which w make 
adequate maternity care universally available 
in New Hampshire 

2. To stimulate interest in local and 
maternity programs 

3. To assist in teaching the publi 
importance of adequate maternity care and t 
help secure that care by working with thi 
existing agencies for all expectant mothers 

+. To plan for a biennial meeting to be 
held with the Director of the Maternity D 
vision of the State Board of Health and s1 
pervisors of other public health agen 
ing maternity work 


EXCERPTS FROM A.P.H.A. PROGRAM, PASA- 
DENA, SEPTEMBER 3-6 


Monday, September 

Public Health Nursing Section Luncheor 
Speaker—Osgood Hardy, Director, De 
ment of History and Government, Oc¢ 
dental College, Los Angeles Why C 
fornians belong to the United States” 

Health Officers’ Section. “Trends in Publi 
Health Nursing’—Pearl Mclver N 
Consultant, U.S.P.H.S 

Joint Meeting of Public Health Nursing Sec 


tion and American Social Hygiene Ass 
ciation 


HW eane da Vv, September 
Public Health Nursing Section 
Report of Committee to Study Nursing Ser- 


vices in State Health Department 


operation with the N.O.P.H.N 


‘““Medical Advisory Committees for Public 
Health Nursing Services’—Florence % 
Johnson, Director, Santa Barbara Visiting 


Nurse Association 
Thursday, Se ple mber 
Public Health Nursing Section 
Pane! Discussion: “What Qualities Make 
for Success in a Public Health Nurse Dr 
C.-E. A. Winslow, Chairman 


+ 

The supervisory staff of the Bureau of 
Public Health Nursing, Health Depart- 
ment, City of New York, gave a 
luncheon at the Hotel Bossert in Brook- 
lyn on Saturday, May 26, for Miss 
Amelia Grant in honor of her election as 
President of the N.O.P.H.N. The 
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superintendent of each of the five bor- 
oughs expressed the appreciation of her 
staff for the progress which has been 
made in public health nursing in the 
Health Department under Miss Grant’s 
leadership. They congratulated the 
N.O.P.H.N. on securing Miss Grant as 
President and paid tribute to her by 
presenting her with a beautiful Shef- 
field silver tray. Miss Grant responded 
most feelingly, acknowledging her sin- 
cere pride in the loyalty of the staff and 
in its accomplishments. 

The N.O.P.H.N. was represented by 
Miss Alma Haupt, who thanked the 
Health Department for sharing Miss 
Grant with the National Organization. 

Directors of local health agencies in 
New York were guests of honor and said 
they looked forward to a continuous 
development in public health nursing 
throughout the country under the Presi- 
dency of Miss Grant in the N.O.P.H.N. 

se 

The Michigan Board of Registration 
of Nurses will hold an examination Sep- 
tember 4th and 5th for graduate nurses, 
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September 4th for trained attendants, at 
The Peter White Library, Marquette. 
All applications with fees must be on 
file in the office of the Board of Regis- 
tration of Nurses, 200 Hollister Build- 
ing, Lansing, not later than August 20th. 
Mrs. Ellen L. Stahlnecker, R.N., Secre- 
tary. 
+ 
RECENT APPOINTMENTS 


Ruth Hansen, visiting nurse for the John 
Hancock Mutual Life Insurance Company in 
the Chicago area. 

Theda Waterman, Instructor in Public 
Health and Supervisor of Clinics in the Cook 
County Hospital School of Nursing, Chicago 

Daisy Dean Urch, Educational Director for 
board of examiners of nurses for Minnesota 

Miriam Dailey, American Red Cross Nurs- 
ing Field Representative in Virginia, West Vir- 
ginia and Ohio. . 

Ella Pensinger, Educational Director of the 
Westchester County, N. Y., Board of Health 
Nursing Service 

Sarah Addison, Field Supervisor with the 
Georgia State Child Health Nursing Project. 

Laura Draper, Director of the recently com- 
bined nursing services, the Minneapolis Visit- 
ing Nurse Association and the Minneapolis In- 
fant Welfare Society. 


DETROIT STUDIES ITS NURSING NEEDS* 


That the city of Detroit is not adequately nursed at the present time nor can most of the 
community pay for adequate services are the conclusions drawn in a study recently completed 
by the Committee on Research of the Detroit Joint Council on Nursing. The study was based 
on house-to-house visits by a nurse to selected groups in the city representing various nation- 
alities and different levels of economic income. 

The study showed that the acute conditions, especially those needing surgical interference, 
received the most nursing care while the biggest lack was in communicable disease nursing. 

The following table shows the relation between the actual situation and the indicated 
need: 


THe NUMBER OF NurRSING Days GIVEN AND INDICATED AND THE NUMBER OF NurRSES OF EACH 
Type REQUIRED PER YEAR FOR ENTIRE POPULATION. 








Type Given Indicated 


No. of Days 


1,238,400 
1,384,600 
1,168,900 
151,900 
21,700 
128,300 
83,800 


2,793,000 


No. of Nurses 


3,392.3 
3,793.5 
3,193.8 
416.3 
59.4 
409.9 
320.2 


Graduate 

Practical 

Hospital 

Mental “ 
= a ae 
Visiting Nursing .... 
Health Education 
Total . 


1,536,800 7,791.9 





*For a more complete report of this study see the American Journal of Nursing for August. 





